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MYOCARDIAL 


INFARCTION 


ITS RACIAL INCIDENCE IN CAPE TOWN DURING 1956 


V. Senrire, M.B., PH.D., M.Sc. (CAPE Town), M.R.C.P. (LoNb.), M.R.C.P. (EpINn.) 


From the Cardiac Clinic, Groote Schuur Hospital and the University of Cape Town 


In a previous communication! the racial incidence of cardiac 
infarction in Cape Town was reported during the years 
1953 and 1954. The validity of the impression that coronary 
heart disease was very uncommon in the Bantu and commoner! 
in the Europeans than the Cape Coloured population was 
proven by an analysis of the electrocardiograms of adult 
in-patients and out-patients attending Groote Schuur 
Hospital. To confirm this an analysis of the incidence of the 
disease during 1956 was made. 

Groote Schuur Hospital, during 1956, was the main hospi- 
tal serving the population of Cape Town and the surrounding 
districts. It is an 854-bed hospital with slightly more European 
beds than non-European. The New Somerset Hospital, on 
the other hand, is a smaller hospital serving the non-European 
population only. The 44 teaching beds of the New Somerset 
Hospital were included in’ the electrocardiographic service, 
so that the bed strength of European and non-European 
patients was approximately equal. 

Figures compiled by the Bureau of Census and Statistics 
for March 1957 reveal that the population of Cape Town and 
its suburbs consisted of 280,800 Europeans, 351,100 Cape 
Coloured and 67,800 Bantu, giving a proportion of 4:5: 1 
respectively. Even taking the question of age into con- 
sideration, there are more non-Europeans at risk than 
European. 

Furthermore, the population attending the hospital is 
selected, because a means test prevents the attendance of all 
but the poorest section of the community. Almost all the 
non-Europeans are eligible, and this certainly applies to the 
Bantu, but only the poorer Europeans. This means that, it 
anything, the incidence of coronary disease in the Europeans 
at large is underestimated by the figures obtained at our 
hospital. An attempt was made to obtain an approximate 
estimate of the incidence of coronary artery disease amongst 
the wealthier European population, as encountered by 
physicians on the staff of Groote Schuur Hospital who were 
also in private practice. Accurate figures were not available, 
but the general impression was that the incidence of coronary 
artery disease in the European population was greater out- 
side than inside the hospital. 


During 1956, attendances of patients of all ages at the 
general out-patient section totalled 305,083, of which 144,047 
were Cape Coloured and 25,147 Bantu, the remainder, 
135,889, being European. Of the 23,183 adults admitted to 
the wards of Groote Schuur Hospital 10,140 were Coloured, 
2,067 Bantu, and the remainder, 10,976 European. 

Chus it is fair to conclude that if the incidence of coronary- 
artery disease was the same in all races, the number of 
non-Europeans found to have coronary vascular disease 
during 1956 should at any event equal that found in the 
European. Although the Bantu population at risk is only a 
quarter of the European, a significant number of Bantu 


patients with coronary disease should be recorded 
FINDINGS 


During 1956, the number of electrocardiograms requested 
for individual adults (over the age of 19) was 4,147. Slightly 
more were requested for Europeans than for non-Europeans 
(Table 1), although more of the latter attended the hospital. 
This again suggests that attention is more often directed to 
the heart in the European than in the non-European. Of 
the 4,147 electrocardiograms, 400 showed the classical 


TABLE 1. RACIAL INCIDENCE OF MYOCARDIAL INFARCTION 
DETERMINED ELECTROCARDIOGRAPHICALLY (RIGID CRITERIA) IN 
ADULTS OVER THE AGE OF 19 


Per 


pattern of myocardial infarction. Only 336 of these, however, 
can be accepted for this study, because the remaining 64 
were seen in response to a specific request by the Clinic and 
did not therefore attend hospital of their own accord. Of 
the 336 (Table 1), 250 (74-4°%) were in European and 85 
(25-3°) in Cape Coloured; there was | Bantu case (0-3 °%,). 
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Rigid criteria were used in the diagnosis of myocardial 
infarction. Abnormal T-wave and ST-segment changes 
alone were not accepted. As previously described,' in anterior 
infarction wide or deep Q waves in the praecordial leads 
(V1-V7) or diminution in the R waves across the prae- 
cordium with T-wave inversion or ST-segment change were 
required. In posterior infarction, a Q-wave of at least 0-04 
seconds in width or deeper than 30°, of the R-wave in 
AVF was accepted. In the presence of right bundle-branch 
block, a Q-wave of 0:04 second in AVF or abnormally wide 
Q-waves in the praecordial indicated infarction. 
Infarction was very seldom diagnosed in the presence of 
left bundle-branch block. The presence of Q waves or definite 
ST-segment depression over the left ventricle were then 
demanded. 

If, however, less rigid criteria were used a further 350 
cases could be accepted for analysis. In these there was a 
history strongly suggestive of coronary disease (angina 
pectoris or cardiac infarction), confirmed by an electro- 
cardiogram, showing T-wave inversion without Q waves 
over the antero-lateral or posterior aspects of the left ven- 
tricle, or bundle-branch block without significant Q waves. 
41 cases were excluded for the same reason as previously 
outlined, namely, they were specially asked to attend for re- 
examination and had not come to hospital of their own volition. 

Of the remaining 309 additional cases 221 were Europeans 
and 88 Cape Coloured. The total number of electrocardio- 
grams showing evidence of coronary vascular disease during 
1956 was therefore 471 European, 173 Cape Coloured and 


leads 


TABLE Il. RACIAL INCIDENCE OF CORONARY VASCULAR DISEASE 
DETERMINED ELECTROCARDIOGRAPHICALLY IN ADULTS OVER THE 
AGE OF 19 


Percent- 

Percent- age of 

Racial distribution Racial distribution age of electro- 

Ra ¢ r ” of infarct pattern races in cardio- 
645 grams 

infarcts showing 

N Ratio N Ratio infarcts 

European 2,294 1-2 471 2:7 73-2 20-5 
Coloured 1,539 173) 26-75 11-2 
Bantu 314 f , if 0-15 0-3 

Total 4,147 645 


one solitary Bantu (Table I1). Although more electrocardio- 
grams were done on Europeans than non-Europeans, the 
ratio was only | to 1-2, and this cannot be the sole explanation 
of the striking difference found in the racial incidence of 
myocardial infarction. If we express the number of infarctions 
as a percentage of the total number of electrocardiograms 
taken in each racial group, as in the previous communi- 
cation,! the actual difference is well shown. Thus 100 electro- 
cardiograms in Europeans included 20-5 infarctions, 100 
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TABLE Ul. AGE DISTRIBUTION 


Europeans Non-Europeans 
Age (years) - : 
No Total E.C.G.’s No 


Total E.C.G. 
20-29 2 (0-4%) 115 4 (2-3%) 231 
30-39 18 (3-8) 206 ll (6-3%) 275 
40-49 83 (17°6°%) 437 50 (28-7) 421 
50-59 149 (31-6°,) 595 61 (35°) 543 
60 219 (46-6%) 941 48 (27°) 383 
Total 471 (100°,) 2,294 174 (100°,) 1,853 


electrocardiograms in Cape Coloured included 11-2 infarc- 
tions, and 100 electrocardiograms of Bantus included 0:3 
infarctions (Table II). Furthermore, it is unlikely that age 
alone accounts for this incidence (Table III). 

If one considers patients attending Groote Schuur Hospital 
for whom an electrocardiograph is taken, X-square analysis 
shows a highly significant increase in the incidence of patterns 
suggesting coronary-artery disease in the European as 
compared with the non-European. This is true for the decades 
30-39, 40-49, 50-59 and also for patients over the age of 
60 years. In the absence, however, of detailed knowledge of 
the nature of the population attending the hospital, or of the 
relative age incidence in the two racial groups attending the 
hospital, this conclusion is not absolutely valid from the 
pure statistical point of view, though the inference is highly 
likely. 


CONCLUSIONS 


Electrocardiograms of 4,147 adults attending the Groote 
Schuur Hospital and the New Somerset Hospital, Cape Town, 
during 1956 were analysed to determine the racial incidence 
of myocardial infarction. 

Electrocardiographic evidence of myocardial infarction was 
found in only one Bantu during 1956. 

Electrocardiographic evidence of myocardial infarction 
and coronary vascular disease was found more commonly in 
the European than in the Cape Coloured. 

The higher incidence of coronary heart disease in Europeans 
than in non-Europeans was confirmed and was probably 
not due to a significant difference in age distribution of the 
population studied. 


I wish to thank Dr. L. Vogelpoel for his interest and encourage- 
ment, Dr. C. Merskey for his help with the statistical analysis, 
and Mrs. K. Hall for her untiring and devoted assistance in the 
analysis of the data. My special thanks are due to the City Council 
of Cape Town, without whose financial assistance this investiga- 
tion would not have been possible. Support for the study was 
obtained in part by a grant from the Council for Scientific and 
Industrial Research. 
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GASTRIC AND INTESTINAL BIOPSY 


Until recently it was very difficult to obtain a specimen of 
mucosa from the stomach without an open operation, and 
unless an operating gastroscope was passed it was only 
at laparotomy that an intestinal biopsy could be made. 
Nor was it felt that these were necessary procedures; only 
since the development of per-oral biopsy tubes has the 
living histology of the upper gastro-intestinal tract been 
subjected to adequate study. 

In 1949 Wood et al.' described their technique of gastric 
biopsy through the use of a thin flexible tube. After the throat 
has been sprayed with a local anaesthetic the instrument 
is passed into the stomach; a knuckle of mucosa is then 
sucked into the distal side-vent and sliced off by a blade 
situated at the end of the tube. The simple controls are 
easily operated from the other end of the instrument. The 
small size of the distal opening limits the amount of tissue 
that can be obtained and practically eliminates the danger 
of perforation of the viscus. “he specimen usually consists 
of mucosa with just a little submucosa. In practice the 
technique has proved both reliable and safe; Joske et al.,’ 
whose series of 1,000 cases is the largest recorded, had a 
success rate of 95°. The sole complication they noted 
was haemorrhage, which occurred in only 0°8°, of suc- 
cessful biopsies, transfusion being required in 1/Sth of the 
cases that bled. 

On the whole this technique has theoretical rather than 
practical usefulness. 
carcinoma, as it is not possible to direct the orifice of the 
tube to a desired area, nor does the state of the gastric 
mucosa help in the diagnosis of localized conditions like 
peptic ulcer. 


gastritis’, which gastroscopically was a favourite diagnosis, 


The existence of a condition “hypertrophic 


has not been verified by biopsy. Three categories of gastritis 
are now described: superficial gastritis, atrophic gastritis 
and gastric atrophy.” In superficial gastritis the mucosa is 
of normal thickness and is infiltrated with inflammatory 
cells; in some cases there is also a slight degree of tubular 
atrophy. Atrophic gastritis is diagnosed when the mucosa 
IS narrowed, contains many goblet cells, and shows moderate- 
to-severe inflammatory-cell infiltration; the tubules are 
decreased in amount. In gastric atrophy the mucosa of the 
Stomach is greatly narrowed and resembles that of the 
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It has no place in the diagnosis of 


VAN DIE REDAKSIE 


MAAG- EN DERMBIOPSIE 


Dit was tot onlangs nog altyd baie moeilik om sonder *n oop 
operasie “‘n monster van die slymvlies van die maag te bekom 
en, tensy ‘n ,opereer’-maagspieél gebruik was, was dit slegs 
by laparotomie dat ’n dermbiopsie uitgevoer kon word. Ook 
was hierdie prosedures nie as noodsaaklik beskou nie; dit is 
maar slegs sedert die ontwikkeling van mondelikse biopsie- 
buise dat die lewende histologie van die boonste gedeelte 
van die maagdermkanaal noukeurig bestudeer kon word. 

In 1949 het Wood ef al.' hulle metode van maagbiopsie, 
nl. die gebruik van ’n dun buigsame buisie, beskrywe. Nadat 
die keel met °n plaaslike verdowingsmiddel besproei is, word 
die instrument tot in die maag gevoer; °n gedeelte van die 
slymvlies word dan in die distale sy-gleufie opgesuig en af- 
gesny met ’n dun messie wat aan die end van die buisie geleé 
is. Die eenvoudige kontroles word maklik van die ander end 
van die instrument gehanteer. Omdat die distale opening so 
klein is, beperk dit die hoeveelheid weefsel wat afgesny kan 
word, en die gevaar dat die ingewande deurboor word, word 
dus feitlik uitgeskakel. Gewoonlik bestaan die monster uit 
slymvlies en slegs ’n klein bietjie van die onderslymvlies. In 
die praktyk het hierdie metode betroubaar en veilig geblyk; 
Joske en sy medewerkers,” wie se reeks van 1,000 gevalle die 
grootste is wat dusver beskryf is, het by nie minder as 95% 
gevalle sukses behaal nie. Die enigste komplikasie wat hulle 
teégekom het was bloeding, wat slegs by 0-8°¢ van geslaagde 
biopsies voorgekom het—bloedoortapping was nodig by 
1/Sde van die gevalle wat aan die bloei geraak het. 

Oor die algemeen is hierdie metode van groter teoretiese as 
praktiese waarde. Dit is nutteloos by die diagnose van kanker 
omdat dit nie :noontlik is om die opening van die buis op ‘n 
gegewe area te spits nie. Ook by die diagnose van plaaslike 
kondisies soos maagsere Is die toestand van die maagslymvlies 
nie ‘n hulp nie. Biopsie betwyfel die bestaan van die kondisie 
van .hipertrofiese maagontsteking’, wat vroeér dae *n gun- 
Steling maagspieéldiagnose was. Drie soorte maagontsteking 
word vandag beskryf: oppervlakkige ontsteking, atrofiese 
ontsteking, en maagatrofie. By opperviakkige maagont- 
steking is die dikte van die slymvlies normaal, met infiltrasie 
van ontstekingselle: by sommige gevalle is daar ook ’n geringe 
mate van buisatrofie. Die diagnose van atrofiese maag- 
ontsteking word gemaak wanneer die slymvlies verdun is en 
baie bekerselle bevat en as daar matige tot kwaai infiltrasie 
van ontstekingselle is; by hierdie soort is daar minder buisies. 
By maagatrofie is die slymvlies van die maag baie verdun en 
lyk dit soos dié van die dunderm. Hierdie verandering was 
vroeér dikwels beskou as kenmerkend van kwaadaardige 
bloedarmoede alleen, maar dit is *n onjuiste mening; dit kan 
tewens ook voorkom by °n klein persentasie van gevalle van 
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small intestine. This change has often been thought to 
be specific for pernicious anaemia, but this view is incorrect; 
it may also be found in a small percentage of cases of iron- 
deficiency anaemia.* Joske et al. performed gastric biopsies 
on 100 cases of pernicious anaemia, and definite abnor- 
mality was found in all: gastric atrophy in 40, atrophic 
gastritis, usually severe, in 51, and superficial gastritis with 
tubular atrophy in the remaining 9.2. These workers also 
found that, in general, there was a good correlation in their 
1,000 cases between histamine-induced gastric secretion and 
the histology of the mucosa. 

There does not appear to be any correlation between 
gastritic changes and clinical symptoms, and_ therefore 
gastric biopsy, unfortunately, has not helped in the elucida- 
tion of non-ulcer dyspepsia.’ After gastrectomy one can 
detect and follow the development of inflammatory and 
degenerative changes in the gastric mucosa, but the relation- 
ship of these to post-operative symptoms is doubtful. 

An extension of the idea of gastric biopsy has led to the 
development of methods of obtaining specimens of gastric 
and jejunal mucosa. Shiner® has modified Wood's gastric 
instrument; she has fitted a balloon to the distal end (this 
is inflated once the tube has reached the stomach, to facilitate 
passage through the pylorus), and the terminal side-vent is 
narrowed. Unlike the gastric tube, this instrument has to 
be passed under fluoroscopic control. Very low suction is 
used; this, and the smaller opening, ensures that the danger 
of perforating the thin intestine is minimal. The main 
use of this technique is in the study of mucosal changes in 
the sprue syndrome, thus obviating the necessity for laparo- 
tomy when this or Whipple’s disease is suspected.’ 
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bloedarmoede veroorsaak deur ’n ystertekort.* Joske et al, 
het maagbiopsies uitgevoer op 100 gevalle van kwaadaardige 
bloedarmoede en het by die laaste een definitiewe afwykings 
gevind: maagatrofie by 40, atrofiese maagontsteking 
meerendeels ernstig— by 51, en by die oorblywende 9 was 
daar oppervlakkige maagontsteking met buisatrofie.? Hierdie 
werkers het ook bevind dat daar oor die algemeen by hul 
1,000 gevalle *n sterk wederkerige betrekking was _ tussen 
histamien-bevorderde maagafskeiding en die histologie van 
die maagslymvlies. 

Dit blyk dat daar geen verwantskap bestaan tussen maag- 
veranderings en kliniese simptome nie, en dus het maag- 
biopsie ongelukkig nie gehelp om lig te werp op die soort 
swak spysvertering wat nie uit maagsere spruit nie.* Na ‘n 
maaguitsnyding kan ’n mens die ontwikkeling van ontstekings- 
en ontaardingsveranderings in die maagslymvlies bespeur 
en dophou, maar die betrekking van hierdie veranderings op 
na-operatiewe simptome is duister. 

*’n Voortsetting van die tegniek van maagbiopsie het aan- 
leiding gegee tot die ontwikkeling van metodes om monsters 
van die slymvlies van die maag en jejunum te bekom. Shiner 
het die ontwerp van Wood se maaginstrument ietwat gewysig 
om by hierdie doel aan te pas; sy het ’n balonnetjie aan die 
distale end geheg (dit word eers opgeblaas as dit die maag 
bereik, om sodoende makliker by die maaguitgang verby te 
kom), en die sy-gleufie aan die onderent is nouer. Anders as 
die maagbuis, moet hierdie instrument deurligtingsgewys 
beheer word. Die suigkrag wat toegepas word is baie flou: 
en dit, sowel as die kleiner opening, verseker dat daar slegs 
minimale gevaar bestaan dat die dunderm deurboor word. 
Hierdie metode word veral toegepas by die bestudeer van 
slymveranderings by die spru-sindroom, en skakel dus die 
noodsaaklikheid van laparotomie uit wanneer hierdie sin- 
droom of Whipple se siekte vermoed word.’ 
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DEATHS ASSOCIATED WITH ANAESTHESIA AND SURGERY* 


A CRITICAL ANALYSIS OF 200 CASES 


O. V. S. Kok, M.B., Cu.B. (CApE Town), D.T.M. (L’poot), D.A. (ENG.), D.A. (IRELAND), F.F.A.R.C.S. (ENG.) 


Department of Anaesthesia, University of Pretoria and Pretoria General Hespital 


The first recorded death under general anaesthesia appears 
to have been reported in the Lancet in 1848—a 15-year-old 
girl was given chloroform for the removal of a nail from an 
infected toe. After a few breaths, she became rigid and 
apparently died very quickly. he jury’s verdict was 

“We are unanimously of opinion that the deceased, Hannah 
Greener, died from congestion of the lungs from the effect 
of chloroform, and that no blame can be attached to Mr. 
Meggison, surgeon, or to his assistant, Mr. Lloyd.”*' The 


A paper presented at the South African Medical Congress, 
Durban, September 1957. 


search for an ideal anaesthetic has proceeded ever since 
so far without success. 
In 1949 the Council of the Association of Anaesthetists 


of Great Britain and Ireland appointed a Committee of 


Investigation to examine all cases of death associated with 
anaesthesia.” This Committee has published numerous 
reports,*** the most recent one in 1956 containing a record 
of 1,000 deaths associated with anaesthesia.° 

Investigations by various Anaesthetic Study Commissions 


in the USA and Canada have furnished a number of 


reports.'°!5 The most sensational report from America 
was the one published in 1954, by Beecher and Todd, which 
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was based on a study of deaths associated with anaesthesia 
and surgery in 10 institutions, covering the 5 years 1948-52" 
(see below). 

In South Africa the ‘Orenstein Committee’ appointed by 
the Minister of Health to investigate deaths under anaes- 
thesia, published a report in 1936." 

In 1954 the Transvaal Provincial Administration appointed 
a Commission to investigate all deaths associated with 
anaesthesia in the Transvaal public hospitals. As a result 
of the recommendations of this Commission, all public 
hospitals in the Transvaal were instructed to supply the 
Director of Hospital Services with full details of all deaths 
associated with anaesthesia, from 1 October 1955. A further 
directive also made it compulsory for all Transvaal 
public hospitals to supply this department every 3 
months, from 1 January 1957, with details of all anaes- 
thetics administered, and prescribed particulars of all deaths 
occurring in their surgical departments.'"* The scope of the 
investigation has therefore been widened, and is not limited 
to deaths associated with anaesthesia. The voluntary co- 
operation of several hospitals outside the Transvaal province, 
notably hospitals in Natal, has also been obtained in this 
project. 

In 1955 the South African Society of Anaesthetjsts appoint- 
ed a sub-committee to investigate the problem, and to collect 
data from anaesthetists in private practice. The present 
communication reports on the first 200 deaths associated 
with anaesthesia only, which have been received from the 
various hospitals during the last 2 years. In other words, 
it deals only with surgical deaths referred to a district surgeon 
for autopsy in terms of section 86 of the Medical, Dental and 
Pharmacy Act 1928, which reads as follows: ‘The death of a 
person whilst under the influence of a general or local 
anaesthetic, or of which the administration of an anaesthetic 
has been a contributory cause, shall not be deemed to be a 
death from natural causes within the meaning of the Inquest 
Act (1919) or the Births, Marriages and Deaths Registration 
Act (1923) or any amendments of these Acts.’ 
ASSOCIATED WITH ANAESTHESIA 


TABLE I. 200 DEATHS 


a 
2 > 2S =. 
=a t. ~ 
is =: 3s 
“a oa “_ ~ & 
ss Fe SS 
Site of Operation zs == Ax 
I 2 3 
E.N.T 3 3 
Obstetric 3 l 
GAD. ; i ; 5 2 I 
tomach and Duodenum 2 2 
Small and Large Bowel 9 5 8 
Other Abdominal 2 2 
Hernia (all types) 2 l 2 
Thoracic 2 3 
I ndoscopy 2 l 
Thyroid and other Neck operations 2 
Dental and Oral 
Orthopaedic ‘ 7 l 3 
Plastic and Superficial 5 
Neurosurgical a : 3 
Gynaecological - ; ; l . 
Other. . ae : _ hd 2 l 
Total ae - “ 48 12 29 
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Surgical 
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One of the recommendations of the ‘Orenstein Committee’ 
published in 1936 was that this clause ‘operates unfairly to 
anaesthetists, who are frequently called upon to anaesthetize 
moribund cases with the practical certainty of having to face 
a public inquest. The result is to create a state of mind in 
the anaesthetists which tends to endanger the safety of the 
patient by unduly hurrying the surgeon.”'® This recom- 
mendation to amend the Act has not yet been accepted. 
PRELIMINARY ANALYSIS OF DATA RECEIVED 


FROM HOSPITALS 


The present report is of a preliminary nature and does not 
warrant conclusions on the relative safety of various drugs 

upon which I hope to comment at a later date. At this stage 
deaths have been classified on the lines adopted in 1956 by 
the Committee of Investigation in Great Britain,’ as follows: 


CLASSIFICATION OF DEATHS 
ANAESTHESIA AND 


ASSOCIATED 
SURGERY 


WITH 


1. Where it was reasonably certain that death was caused by 
the anaesthetic agent or technique or administration, or in other 
ways coming entirely within the anaesthetist’s province. 

Similar cases, but in which there was some element of doubt 
whether the agent or technique was entirely responsible for the 
fatal result. 

3. Cases in which the patient’s death was caused both by the 
surgical and anaesthetic techniques 

4. Deaths entirely referable to surgical 
controlled haemorrhage. 

5. Inevitable deaths, e.g. cases of severe general peritonitis, 
but in which the anaesthetic and surgical techniques were ap- 
parently satisfactory 

6. Fortuitous deaths, e.g. those due to pulmonary embolism 

7. Cases the Committee could not assess despite considerable 


technique, e.g. un- 


data. 
8. Cases on which an opinion could not be formed on account 
of inadequate data. 


In the present analysis, 89 deaths (444°) fell into the 
first 3 categories (those where the anaesthetic played a major 
role) and comment will be mainly confined to these (Table I). 
The classification by race, sex and age is shown in Tables 
OPERATION 


CATEGORY AND SITE OF 


{naesthetic 


~ S > 5 = 
< 2 < = =m~ 
= = a Se ~ ™ <c.-: 
= = 3 =z = S$ sn 
aS ee = SQ + Ses : 
5 6 7 8 
3 1 l 12 7 55 
3 3 2 l 15 4 2 
3 11 8 73 
3 | 9 4 44 
<5 =) 2) s° 7 4? 
5 2 17 4 23 
2 l » 5 62 
5 | 23 5 22 
4 4 100 
] l 4 ? 50 
| 2 | SO 
4 3 2 20 11 55 
| 7 5 71 
4 9 3 33 
l I 4 l 25 
3 3 100 
57 8 11 9 200 89 44 
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Il and III. The greater number of deaths in males can 
probably be ascribed to a high relative incidence of serious 
trauma among non-European males. The stage of anaes- 
thesia at which death occurred appears in Table IV; the 
status of surgeon and anaesthetist in Table V. 


TABLE Il AGE DISTRIBUTION 


No. of “, OF 
Decade Cases Total 
| 26 13 
? 14 7 
3 39 19-5 
4 29 14-5 
5 29 14-5 
6 28 14 
7 25 12:5 
8 10 5 
Total . ’ s on wa 200 100 
TABLE Ill. RACE AND SEX DISTRIBUTION 
Eur. Non-Eur. Total 
Males ; - 43 77 120 
Females ; ; 31 49 80 
74 126 200 
TABLE IV. STAGE AT WHICH DEATH OCCURRED 
Time of Death No. of 
Cases 
Induction ‘ - 25 123 
Maintenance - “ oe wa 88 44 
| hour post-op : - ‘a 40 20 
Later . - 47 234 
200 100 
TABLE V. STATUS OF SURGEON AND ANAESTHETIST 
Status Surg Anaesth. 
Specialist , ' ‘ 103 60 
Registrar ; ‘a 48 77 
G.P ; . - 45 55 
Intern . - 4 8 
200 200 


Pre-operative Status 
Pre-operative assessment of all cases roughly followed the 


4 categories suggested by Adriani'’ (Table V1). 


Category A. A patient having no systemic defects who is under- 
going a major or a minor operation, and who is in a fit state 
generally before the operation 

Category B A patient having a minor systemic defect who 
is undergoing a major operation, but whose general condition 
before operation is satisfactory. 

Category ( A patient who is undergoing a major operation, 
but who has in addition to his surgical condition another disease 
which would not in itself prove immediately fatal, or whose 
general condition before the operation is very poor 

Category D. A patient who is undergoing a major operation, 
but who has in addition to his surgical condition a disease which 
itself might prove immediately fatal, or who is moribund from 
his surgical condition 


Such assessment of operative risk is largely a matter of 


opinion, as is also the grading of an operation as major or 
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TABLE VI. PRE-OPERATIVE STATUS 


ae — J a 10°, (Good). 

es "7 oa See 20°, (Fair). 

ire wi i= le 42° (Poor). 

 «« - a a 28° (Moribund). 
200 100 


minor. Table VI has been compiled with full recognition of 
these difficulties. 


COMMENT 


1. Resuscitation 

As 90 deaths (45°) occurred with abdominal operations 
54 (27°) for acute intestinal obstruction (Table X) an 
inescapable deduction appears to be that lives may have 
been saved had more effective measures of resuscitation been 
adopted, not only at the time when the catastrophe occurred, 
but also in the immediate pre-operative period. One often 
reads of operations being commenced with a systolic blood 
pressure of 80 mm. Hg. I feel that except in cases of uncon- 
trollable haemorrhage, or in those rarer cases where con- 
scientous resuscitative measures soon show their ineffective- 
ness, no operation should be attempted until the systolic 
blood pressure has been stabilized to at least 100 mm. for 
about 30 minutes. As the correction of the hypovolaemia 
and electrolyte imbalance in any event is so important in 
the management of abdominal lesions, there is no excuse for 
its Omission in cases coming to urgent Operation. Vigorous 
attempts should be made to remove the appalling mortality 
not only under the influence of the anaesthetic but also 
before and after the operation. That the deaths of patients 
suffering from abdominal lesions do not occur only during 
the operation is shown from the figures obtained from one 
large teaching hospital. Here the total deaths for | year 
from peritonitis, intestinal obstruction, and viscus rupture 
numbered 45, out of which only 4 patients actually died 
whilst under the influence of the anaesthetic, i.e. 9°. The 
proper control of fluid and electrolytes in these cases is a 
problem which needs the urgent attention of both anaesthe- 
tists and surgeons. 
2. Cardiac Arrest 

There were 132 cases of cardiac arrest on the operating 
table. This figure includes arrest after severe haemorrhage 
or intracardiac manipulations during heart operations. 
Cardiac massage was attempted in only 82 of these cases 
(Table VII). The only effective treatment of cardiac arrest 


TABLE VII. CARDIAC ARREST ON OPERATING TABLE. 132 CASES 
Pre-op. Status Treatment 

\ , a ; 11 Massage is 

B. ‘ ea .. 32. Intracardiac Adrenaline . 39 

. sc a .. 53  Intracardiac Coramine 3] 

DP ss 7 a .. 36 Intracardiac, other drugs 18 


on the table is immediate thoracotomy and effective cardiac 
massage by the surgeon, followed by defibrillation if con- 
sidered necessary.'*» '* At the same time the anaesthetist 
must institute effective measures of artificial respiration. 
The common practice, reflected in Table VII, of blind 
intracardiac injection of vasopressor drugs before thoraco- 
tomy and massage is criticized for 4 reasons: 

(i) Valuable time is lost before the actual massage 1s 
begun. 
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(ii) These drugs have no effect in the presence of anoxia, 
and anoxia is the usual cause of cardiac arrest. 

(iii) The intracardiac injection of adrenaline, especially 
in patients suffering from ventricular fibrillation as 
of chloroform, cyclopropane, ethyl chloride, or trilene, may 
make matters worse. 


result 


(iv) Permanent damage may be done to the heart muscle 
and aberrant blood vessels may be injured.”° 

The main treatment of an arrest is to get oxygen to the 
brain and other vital organs as soon as possible, and this 
can only be done efficiently by effective massage via the 
thoracic route. Only when this fails should one resort to 
drugs like adrenaline, in small doses, eg. 0-3 ml. 


3. Premedication 

Apart from 4 cases of patients over 65 years old and 2 cases 
of patients under 12 years old who were given large doses 
of Omnopon—20 mg. (gr. 4)—pre-operatively and even- 
tually died in respiratory failure, I do not think that pre- 
medication played a major role in causing mortality. One 
frail youth (99 Ib.) with a temperature of 102° was given 
0-8 mg. (gr. 1/75) of atropine and eventually developed 
ether convulsions. Atropine seems to be the most popular 
drug for premedication; it was used alone in 75 cases, and in 
combination with pethidine in 41 cases. Next in preference 
comes a combination of Omnopon and scopolamine—15 
cases. 


4. Intravenous Barbiturates 


Of the 182 patients who were given general anaesthesia, 
in 116 induction was with thiopentone sodium (pentothal) 


Table VIII. Out of this number, 22 succumbed from 
TABLE VIII DEATHS ASSOCIATED WITH THIOPENTONE SODIUM 
22 CASES 


Status of 
Stage of Death Anaesthetist 


Total no. 


induced 116 Induction 13 Specialist 4 
Primary cardiac 

failure 22 Registra 1] 
Massage Commencement 

attempted 13 of operation Ss GP. 6 
Pre-op. Status 

cj i7.. BS Later 1 Intern | 


primary cardiac failure developed either during induction 
or at the beginning of the operation. The pre-operative 
assessment of all these patients was category C or D, and 
here I question the choice of pentothal as an induction 
agent, especially when administered by an inexperienced 
anaesthetist. I think that the main factor responsible for 
these deaths must be the pentothal, notwithstanding that 
some of the patients were given 50-100 mg. of scoline i 
addition. The following are a few typical anonymous case 
histories: 


Acute intestinal obstruction, mitt il 
Stenosis, and congestive cardiac failure. Pulse 90, respiration 20, 
B.P. 110 60. Premedication: 0-6 mg. of atropine (gr. 1/100) 
and 50 mg. of pethidine. Induction with 23°, pentothal (dose 
not stated) and 50 mg. of scoline. Oxygen under pressure and 
oral endotracheal tube. Patient became pulseless immediately 
Cardiac massage done through abdomen with no effect. P.M 
report: No additional information. 

2. Adult patient. Peritonitis. General condition ‘very toxic 


1. Adult patient, aged 50 


V 
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and ill’. Temperature 99°, pulse 98, respiration 20. Premedica- 
tion: 1-2 mg. of atropine (gr. 1/50). ‘Thiopentone, 250 mg., 
mixed with 25 mg. of methedrine given intravenously. Immediate- 
ly pulse and respiration ceased. Cardiac massage without avail.’ 
P.M. report: Generalized peritonitis following a ruptured ap- 
pendix 

3. Adult woman. Placenta praevia, general condition ‘fair’ 
Temperature 96°, pulse 116, respiration 20, B.P. 110 80. ‘Tired, 
mild shock, moderate anaemia.” Premedication: 0-6 mg. of 
atropine (gr. 1/100). Pentothal, 375 mg., followed by 50 mg. of 
scoline. Immediate circulatory and respiratory arrest. Coramine, 
1 ampoule intravenously and 1 ampoule intracardially statim 


Cardiac massage 5 minutes later; no effect. P.M. findings: mitral 


StCNOSIS 


It has often been stated that there are no absolute contra- 
indications to the use of thiopentone, and that patients 
usually die from overdosage; this is certainly not a view one 
would like to adopt in a teaching hospital. The potential 
dangers of this drug have been described in numerous 
text-books on modern anaesthesia, and it would seem 
unnecessary to repeat them here, except to mention that the 
two common complications are depression of respiration, 
and depression of circulation; and any person using thio- 
pentone should be aware of the contra-indications, and know 
how to treat these two complications should they 
Even the simple procedure of using a 24°% solution as routine 
might go a long way towards diminishing these complications. 
There is an excellent book on this subject by Dundee.*! 


arise. 


5. Inhalation Anaesthesia 

Of the 182 patients who were given general anaesthesia, 
in 130 the anaesthesia was either induced or maintained 
with an inhalation anaesthetic (other than nitrous oxide). 
A further 26 cases were given an intravenous agent plus 
nitrous oxide and oxygen for induction and/or maintenance. 

Of all the inhalation agents mentioned in these records 
the death rate from trichlorethylene (trilene) appears to be 
the highest, and this agent deserves further discussion. 

(a) Trichlorethylene. There were 10 cases of primary 
cardiac arrest in which I think trilene played the major role. 
I am reasonably certain that this agent was responsible for 
at least 6 deaths on the table, and was the probable cause of 
4 more (Table IX). The deaths all follow more or less the 


TABLE IX. DEATHS ASSOCIATED WITH TRILENE 10 CASES 

Reasonably 

certain 6 Pre-op. Status Stage of Death 
Probable cause 4 A 3 Induction 4 
Attempted B 3 

massage 6 7 Maintenance 5 
Adrenaline 

before or 

after 7 D 1 After 1 


same pattern as those described by Edwards et al.° and Norris 
and Stuart.** The following are 3 abbreviated anonymous 
case histories to illustrate the points mentioned in Table IX: 


1. Young woman with abscess of the breast. Toxic. Tempera- 
ture 103-4°, pulse 130, B.P. 130/80. Premedication: 1-2 mg. of 
atropine (gr. 1/50) } hour pre-op. Induction: Trilene, gas and 
oxygen—Boyle’s machine. “Two minutes after incision the patient 
gave a sigh, and pulse and respiration disappeared. Resuscita- 
tion: Artificial respiration with Boyle’s machine, intracardiac 
adrenaline, and intravenous coramine; no massage.” Autopsy 
revealed no abnormality 
Young woman with abscess of the breast 

pulse rapid. ‘Very, very apprehensive.’ 


Temperature 


100-1 Premedication: 
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100 mg. of pethidine, 0-4 mg. of scopolamine (gr. 1/150). In- 
duction: gas, oxygen and trilene. ‘After 2 minutes respiration 
suddenly ceased, and pupils dilated. No pulse to be felt. Intra- 
tracheal tube passed and pure oxygen insufflated. Intracardiac 
adrenaline given to no effect. No cardiac massage done. No 


operation was done.’ Autopsy: Nothing definitely abnormal 
found 

3. Young man with a superficial haematoma on the leg. Pre- 
operative condition, N.A.D. ‘Trilene by means of a Cyprane 


inhaler. Patient stopped breathing within | minute, and all 
measures of resuscitation were unsuccessful, including oxygen 
and coramine’. Autopsy: no abnormality. 


If primary cardiac failure during trilene anaesthesia is 
really a common occurrence, then the encouraging results 
reported recently from the use of ‘fluothane’ might make this 
drug a valuable substitute in cases where a non-explosive 
mixture is required.**: *4 

(b) Other Agents for Inhalation Anaesthesia. Apart from 
the 10 deaths associated with trilene anaesthesia there were 
9 other deaths for which, I think, the inhalation agents were 
mainly responsible. These include nitrous oxide, ether, 
ethyl chloride, vinesthene, chloroform and cyclopropane. 


One patient developed cardiac arrest for an internal version 
during chloroform anaesthesia. Another adult male patient 
died after induction with nitrous-oxide anaesthesia Autopsy 
revealed a tuberculous pericarditis. 

There was one case of convulsions in a youth. Temperature 
102° and multiple injuries. Atropine, 0-8 mg. (gr. 1,75), was 
given as premedication, and anaesthesia was induced with 
ethyl chloride and open ether (no nitrous oxide was obtainable 
at the time) After induction the patient was maintained with 
oxygen (2) |./min.) and CO, (4 |./min.), and ether through a 
Boyle’s machine. The convulsions were controlled with flaxedil, 
but the patient eventually developed a cardiac arrest which did 
not respond to massage and intracardiac adrenaline. 


6. Muscle Relaxants 

In Beecher and Todd’s report," already referred to, a 
shadow was cast over the relaxant drugs. According to their 
statistics, covering more than half a million anaesthetics, 
these authors found that the death rate was 6-fold higher 
In patients who were given ‘curare drugs’ during surgical 
operations. The combination of ether and a ‘curare drug’ 
seemed to be the worst, and here the death rate rose from 
1 : 1100 with ether alone, to 1 : 62 with ether plus curare or a 
similar compound. These authors mentioned the possibility 
that the muscle relaxants might have an inherent toxicity 
of which we are not yet fully aware. This, however, is not a 
view which is shared by pharmacologists.*° 

Recently also there were further disturbing reports about 
deaths associated with relaxant drugs, especially in elderly 
patients with a fluid and electrolyte imbalance—patients 
suffering from what is called ‘neostigmine-resistant curari- 
zation’.*® 

Bearing these facts in mind, I made a special study of all 
those deaths in which I thought the relaxant drugs might 


TABLE X. DEATHS FROM ACUTE INTESTINAL OBSTRUCTION (54 CASES) 


l 2 
ige No Tvpe of Types of Ether 
Relaxant Relaxant 
Under 60 e : 36 17 12 20 
Over 60 : 18 8 6 9 
Total . a 54 25 18 29 


Pre-op. Status: B, 5; C, 30; D, 19. 
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have played a role—especially in elderly patients admitted 
with acute intestinal obstruction (Table X). Out of the 182 
patients who died whilst under the influence of a general 
anaesthetic, 130 received relaxant drugs (Table XI). Going 
carefully through the records I found 19 cases only in which 
I think the relaxant drugs were involved. Out of these 19, 


TABLE XI. PATIENTS RECEIVING MUSCLE RELAXANTS (130 Cases) 
Depolarizing only ‘<i cs 4] 
Competitive only + wh 37 
Both a ou " = 52 
130 
Competitive+Ether  .. ba 42 


there were 7 cases where I think the relaxants were only a 
contributory cause of death. There were 9 other cases in 
which I think the relaxants were mainly responsible for the 
death, and 3 more cases of collapse after the injection of 
large doses of prostigmine—2-5-5 mg. 

Out of the 9 deaths which I am reasonably certain were 
due to relaxants, 5 presented the same picture as that 
described by Hunter in his article on ‘neostigmine-resistant 
curarization’.*° All these 5 cases were admitted seriously 
ill, and were operated on for acute intestinal obstruction. 
Respiration was ‘controlled’ in all of them; 2 had only one 
type of relaxant—either tubarine or flaxedil; the other 3 
had scoline in addition to curare or flaxedil. Only 2 of the 5 
were given ether. I may add that the pre-operative status of 
4 of the patients was C, and of the remaining one D. 

The most acceptable theory about the cause of these 
neostigmine-resistant deaths is that advanced by P. A. Foster 
of the Karl Bremer Hospital, Bellville.*’ In his opinion, in 
patients with low cellular-potassium values the competition 
blockers may have a central depressant action, which is not 
reversed by neostigmine. 

The obvious lesson to be learned from these unfortunate 
deaths is to remember that with elderly debilitated patients, 
especially for abdominal operations, one must keep the 
patient breathing all the time, and obtain further relaxation 
if it is necessary with an inhalation agent. 

The remaining 4 patients whose death I attribute to 
relaxants (not associated with neostigmine-resistant curari- 
zation) in my opinion all died from under-ventilation. 
There were no deaths from prolonged apnoea due to intra- 
peritoneal injections of neomycin, as was described recently.” 

The reiaxant drugs have come to stay, and to my mind 
they are the biggest boon to patient, anaesthetist and surgeon 
since the introduction of ether as an anaesthetic agent in 
1846. I can see nothing wrong with their universal use, 
provided one is aware of their potential dangers, knows how 
to intubate and, above all, remembers that the respiration 
must be supported in every case. 

In one teaching hospital, over a period of 12 months 
6,045 of 10,005 patients receiving a general anaesthetic 
were also given muscle relaxants. I have carefully studied 
the 16 ‘anaesthetic deaths’ reported during the same period, 
and I found 1 death only which, in my opinion, can be 
attributed to the use of a relaxant drug. This was a patient 
who was very ill and unconscious from a head injury, with 
much secretion in his bronchial tree, for which a broncho- 
scopy was performed every day. On the occasion of his 
death he was given 20 mg. of scoline in the ward with no 
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other anaesthetic. His pharynx and trachea were sucked dry, 
when his pulse suddenly disappeared. Cardiac massage 
was of no avail—the cardiac massage drum first had to be 
fetched from the operating theatre. This patient would 
probably have died in any case, after a day or two, but the 
technique adopted is open to criticism. On this basis the 
rate of mortality solely due to relaxant drugs for this hospital, 
was | : 6,000, which is much lower than for the safest inhala- 
tion agent. 

From the figures quoted in the present series one gets the 
impression that the relaxant drugs are actually much safer 
than thiopentone, which should be regarded as ‘public 
enemy no. 1’, at least as far as South African anaesthetists 
are concerned. 


7. Regional Analgesia 

As far as I am aware, regional analgesia is not a technique 
that is very popular with South African anaesthetists. That 
it is a mistaken jdea to regard local analgesia as the only 
anaesthetic for a bad-risk patient is proved by the fact that 
18 deaths in the series fell in this category, mostly associated 
with bad-risk patients (the pre-operative status was A in 
1 case, B in 5, Cin 4, and D in 8). Of these 18 deaths, 3 took 
place in the induction stage (1 with convulsions), 9 during 
the operation (in 5 of these cases both local and general 
anaesthesia were administered), 4 immediately afterwards, 
and 2 later. In 4 of the cases of death during operation 
cardiac massage was practised. 


Time is short, but I should like to mention a few of the more 
interesting cases. One young woman with a colloid goitre de- 
veloped ventricular fibrillation after the injection of only 2 minims 
of 1 : 1,000 adrenaline in saline solution into the operating site. 
Another death under local analgesia was associated with the 
use of the ‘lytic cocktail’ as premedication. One patient ap- 
parently developed an unrecognized coronary thrombosis before 
caudal analgesia. One collapsed after the local injection of 800 mg. 
of procaine during tonsillectomy. One death followed after 
bronchoscopy under local analgesia with 2°, anethaine and | c.c 
of 5°, cocaine injected through the crico-thyroid membrane: 
in this case ‘cocaine and anethaine sensitivity tests beforehand 
(had) proved nothing abnormal’. A warning should be given 
against the use of 2°, amethocaine for topical analgesia, for a 
number of deaths during examinations of the bronchial tree in 
which this drug has been used have recently been described by 
Adriani and Campbell.2® The maximum dose of amethocaine 
recommended for spraying of the larynx and bronchial tree is 
40 mg. of 3°, watery solution, i.e. a total dose of 8 ml. in the 
spray. 


8. Asphyxia 


Under this heading are included the deaths of patients 
who collapsed from acute obstruction of the airway caused 
by aspiration of vomitus or blood (12 cases), or from asphyxia 
caused by excessive secretions or respiratory depression 
following on the use of relaxant or other drugs (11 cases). 
There were then 23 deaths in this category. Of these, 2 took 
place in the induction stage, 4 during the operation, 6 within 
+ hour after the operation, and 11 later. The pre-operation 
Status was A in 5 cases, B in 3, C in 13 and D in 2. In my 
opinion, death in most of the cases was due not only to 
hypoxia but also to hypercapnia. 

I think a number of these deaths were preventable, either 
by a better selection of technique, or by more adequate 
post-operative treatment. One must strongly condemn the 
practice of giving morphine or other depressant drugs 
post-operatively to a restless patient when the patient is not 
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fully awake and is still suffering from a considerable amount 
of respiratory depression. 

The 12 deaths due to aspiration of blood or stomach 
contents into the bronchial tree deserve further comment; 
6 of them resulted from operation for acute intestinal obstruc- 
tion, 2 from emergency gastrectomies, 3 from tonsil opera- 
tions, and | from a hip operation. The pre-operation status 
was A in 4 cases, B in 1, C in 5, and D in 2. In some cases 
a stomach tube was not passed beforehand; in others it 
was deliberately omitted because of the danger of increasing 
the haemorrhage. In yet other cases the vomiting was 
unexpected, and there was no suction apparatus or other 
measures readily available to cope with the acute emergency. 

I feel strongly that the dangers associated with regurgi- 
tation and vomiting, not only during induction, but also 
during recovery from anaesthesia, are a subject which 
should be brought to the notice of anaesthetists, surgeons, 
and all nursing staff in charge of surgical patients. The 
simple method of adopting the Sims or ‘tonsil’ position as 
routine post-operative procedure for all unconscious patients 
under the influence of a general anaesthetic will go a long 
way to prevent these tragic deaths. Morton and Wylie” 
have written an excellent article, in which the deaths in 
Great Britain from this cause are analysed. 


RECOMMENDATIONS 


I have given an analysis of what I think are the more obvious 
causes of death in the 200 cases in this series. I should now 
like to submit a few suggestions which might serve as a 
basis for discussion with a view to improving the situation. 
They are not necessarily set out in order of importance: 


1. Recovery Rooms 


Anaesthetic recovery rooms should be provided in all 
future hospitals. In these rooms bad-risk patients can be 
nursed by experienced nursing sisters, under the expert 
eye of the anaesthetists and surgeons. These sisters’ ex- 
perience in anaesthetic problems should also be available 
to assist the anaesthetists in the theatre in special cases. 

All hospitals should also keep proper resuscitative equip- 
ment (cardiac massage drums, suction apparatus, etc.) 
immediately available, not only in the operating theatres, 
but also in the X-ray rooms and other localities where 
anaesthetics are frequently administered. 


2. Departments of Anaesthesia 


Independent departments of anaesthesia should be estab- 
lished in all medical schools with status equal to that of 
other departments. In these departments students and post- 
graduates should receive lectures on the principles of modern 
anaesthesia, and research should be encouraged and sub- 
sidized. 


3. Compulsory Training of Interns 


The modern curriculum is far too full to teach a student 
how to administer an anaesthetic properly during his student 
years. I should like to recommend, before registration as a 
medical practitioner, at least | month full-time compulsory 
training in anaesthesia for the intern or, where this is not 
practical, the administration under supervision of at least 
100 anaesthetics. In our own hospital this system has worked 
very successfully for the last 8 years. 
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Whatever may be the ideal, for a long time to come the 
bulk of the anaesthetics in this country will be given by 
general practitioners. In the Transvaal public hospitals, for 
instance, there are still 33 hospitals with no specialist anaes- 
thetist on the staff,*° and in the mine hospitals for Natives 
this is the rule rather than the exception. 


4. Anaesthetic Study Committees 


In all the large hospitals special committees should be 
appointed to investigate all anaesthetic deaths immediately 
after they have occurred, whilst the memory of the case is 
still fresh, and make recommendations for more adequate 
preventative measures in future. 


5. Compulsory Notification of all Deaths under Anaesthesia 


All such deaths should be notifiable to the Union Depart- 
ment of Health or some other responsible authority. This 


would ensure that a// deaths were reported, and would be of 


invaluable help in research and for statistical purposes. 


6. Compulsory Instruction in Methods of Cardiac Resusci- 


tation. 

With the ever-increasing number of investigations that 
are being carried out under anaesthesia on more or less 
moribund patients, not only by surgeons but also by physi- 
cians, radiologists, etc., there is an urgent need for instruction 
This 
might well form the subject for joint discussion by the S.A. 
Society of Anaesthetists and the S.A. Society of Surgeons. 

Furthermore, I like to recommend that effective 
‘notices’ of how to act in case of sudden cardiac arrest should 
be displayed prominently in all operating localities. 


in the most effective methods of cardiac resuscitation. 


should 


7. Qualified Assistants for Anaesthetists 


With some of the modern methods and modern techniques 
it is essential that the anaesthetist should have the help of a 
qualified assistant at major operations, neuro- 
surgical, thoracic and abdominal Moreover, 


especially 
operations. 


the practice of making the anaesthetist without the aid of 
administration of 


actual 
blood during operations should be condemned. 


an assistant responsible for the 


8. Refresher Courses in Anaesthesia 


Refresher courses for general practitioners, and 
other persons interested in modern methods of anaesthesia 
should be offered by all medical schools. With this recom- 
mendation should be coupled more effective training of the 


nursing staff in the care of the unconscious patient. 


nurses 


SUMMARY AND CONCLUSION 


A preliminary report has been presented on the main facts 
of 200 deaths with anaesthesia and surgery. 
Interpretations have been personal, as have been the views 
all may not agree with them. 
Resuscitation still does not receive the attention it deserves. 
The treatment of 


associated 
expressed throughout 


cardiac arrest remains, in general, in- 


adequate. Thiopentone sodium seems to be the most 
dangerous anaesthetic agent in this country—much more 
dangerous than muscle relaxants, provided that in 


elderly, debilitated 
not controlled. 
unduly high. 


persons respiration is assisted but 

The death rate with Trilene seems to be 
There are peculiar dangers in the use of some 
agents for regional and topical analgesia. Adequate pre- 
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and post-operative care is essential in all cases to avoid the 
dangers of asphyxia. 

A number of recommendations have been made apropos 
training and organization to improve the existing position. 

Finally I should like to make an urgent appeal to all 
hospitals and private anaesthetists, not already cooperating 
in this investigation, to supply voluntary, anonymous infor- 
mation of all deaths associated with anaesthesia and surgery. 

In conclusion, I quote the well-known anaesthetists’ 
motto: ‘There are no safe drugs, only safe anaesthetists. 


I should like to express my appreciation and thanks to the 
following persons: Dr. H. J. Hugo, Medical Director of Hospital 
Services, Transvaal, and Chairman of the Transvaal Commission 
to investigate deaths associated with anaesthesia, for invaluable 
assistance, and permission to publish this report; the Directors 
of Hospital Services of the other provinces, and all the Medical 
Superintendents for their kind cooperation; Prof. C. H. Derksen, 
Professor of Surgery, Pretoria, for encouragement and advice: 
Prof. J. F. P. Erasmus, Chief Neuro-surgeon, for reading the 
manuscript, and for helpful criticism; and Dr. S. F. Knipe, senior 
Research Bursar in this Department, for statistical information. 

rhis investigation is being sponsored by the Council for Scientific 
and Industrial Research. 
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RECENT EXPERIENCES WITH EXTRADURAL HAEMORRHAGE* 


F. J. IRsiGLER, M.D. 


Neuro-Surgeon, Durban 


This paper is based on 20 cases of extradural haemorrhage 
seen during the last 2 years. They are from a series of 62 
intracranial haemorrhages of traumatic origin; among 
these were 15 intracerebral clots, the remaining cases being 
subdural haemorrhages. 


UNUSUAL LOCATION OF CLOT 


In 3 patients the extradural clots were situated at uncommon 
sites: one in the posterior fossa associated with a tear in the 
left transverse sinus caused by a depressed bone fragment. 
A profuse bleeding occurred on the removal of the fragment 
and was finally controlled by a muscle graft. The patient show- 
ed unilateral cerebellar signs and recovered without sequelae. 

The signs included a coarse nystagmus to the side of the 
lesion, nuchal rigidity, and a tender swelling in the left 
mastoid region. The patient was operated upon on the 
4th day after admission. This case has but little in common 
with the syndrome of extradural haemorrhage in the posterior 
fossa as described by McKenzie,!! and Coleman and 
Thomson ;? these authors mention increasing stupor during 
an interval of several days, as well as marked hypotonia and 
areflexia. 

Two of the 3 cases had extradural clots in the anterior 
fossa. In one patient a clot was suspected but not encountered 
by exploratory burr holes in the subtemporal region. In 
the second case, a boy of 9 who had a small laceration 
above the right eye, the clot was evacuated on admission 
about 30 hours after injury. The haematoma had separated 
and lifted up the dura entirely from the roof of the right 
orbit. The dura was conspicuously slack. The patient 
succumbed shortly after the operation and necropsy revealed 
an area of infarction extending from the internal capsule 
down to the mesencephalon on the side of the haemorrhage 
(Fig. 1). 

This is possibly an example of the so-called concussion 
or blow-out haemorrhages described by Angrist and Mitchell.' 
According to these authors the characteristic features are 
the following: immediate loss of consciousness (as in con- 


cussion): location of the lesion distant from the site of 


injury—the sites of predilection being the internal capsule 
and the pons; finally the gross appearance of the lesion, 
the latter being either a bulky clot or grouped haemorrhages. 

Gordy® has reported on a young man who suffered a car 
accident and died 8 days after the injury. Post-mortem exami- 
nation revealed an extradural clot of considerable size covering 
the right frontal pole. ‘Its presence’ said Gordy, ‘would not 
have been disclosed by an approach through the classical 
temporal incision’. It thus appears that the extradural 
clots in the frontal and subfrontal regions, especially those 
covering the frontal poles, are likely to be missed on making 
exploratory burr holes at the conventional sites. 

Two illustrative cases of middle meningeal haemorrhage 
located in the frontal area were described by Jefferson.* 


A paper presented at the South African Medical Congress 
Durban, September 1957. 


Both cases had a most peculiar bilateral extensor rigidity 
resembling the decerebrate attitude in animals; the operation 
was unsuccessful. 

Gross and Savitsky® reported on 3 cases of extradural 
haemorrhage in the anterior cranial fossa. The conventional 
temporal approach failed to reveal the clot in one case and 
and the patient died. In the two other cases the clots were 
successfully evacuated by a forward extension of the clas- 
sical incision. 

In this connection I want to mention another patient in 
my series who was admitted in a very poor condition with 
areflexia and maximally dilated pupils. He died within 
2 hours without an operation. There was a depressed fracture 
of the left frontal bone involving the frontal sinus and an 
open wound above the left eyebrow. Necropsy revealed 
gross extradural and subdural haemorrhages in the right 
occipital area, a contrecoup lesion. 

Another striking example of a contrecoup meningeal 
haemorrhage was found in a child of 9 who fell from a tree, 
striking the back of her head. She vomited several times. 
On admission, her level of consciousness was somewhat 





Fig. 1. Microscopic section through dorsal portion of pons. 
This was a boy of 9 who died after evacuation of a subfrontal 


extradural haemorrhage. Note ring-shaped petechial hae- 
morrhages and areas of oedema mainly around vessels (hae- 
matoxylin and eosin stain) To the naked eye, there was 
infarction extending from the internal capsule to the mid- 
brain (so-called ‘concussion haemorrhage’). Microphoto 
taken by K. Schulz, Onderstepoort 
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depressed but she was responsive. In the left occipital area 
there was an abrasion of the scalp. The neurological findings 
were normal throughout. The child died a few hours later 
from sudden respiratory failure. Autopsy disclosed a fracture 
of the left occipital bone which had not been visualized on 
X-ray, with a small extradural haemorrhage beneath, not 
of surgical proportions. In the right frontal region there was 
a big subdural clot and in the underlying frontal lobe an 
intracerebral haemorrhage the size of a walnut, with smooth, 
shining walls; this clot had apparently ruptured into the 
subdural space but not into the ventricle. There was a con- 
siderable shift of the midline to the left. 


DIAGNOSIS 


Carotid Angiography 


Carotid angiography may aid considerably in the diagnosis 
of extradural haemorrhage and its differential diagnosis 
from intracerebral haematoma. Occasionally, I found the 
venous phase of the angiogram most useful because it brought 
out the extent of the clot more clearly than the arterial 
phase—especially on stereoscopic viewing—by showing up a 
conspicuous avascular area, as in the case illustrated in Fig. 2, 
in which a big extradural clot on the left side was washed 
out through a parieto-occipital burr hole. Contrasting with 
this, Fig. 3 shows an intracerebral haematoma in the right 
pre-Rolandic area in a left-handed patient of 22; the clot 
was aspirated through a single burr hole on the 6th day 
after the injury. 

The diagnosis of extradural clots in the posterior parietal 


and occipital areas may be difficult because of absence of 


pyramidal signs and pupillary changes. Even the cerebral 
arteriogram may fail to show up a displacement clearly; 
in such cases the venous and capillary phases of the angio- 
gram usually are more helpful in diagnosis. 

1 would like to point out, however, that in cases with 
clear-cut signs of tentorial coning carotid needling may not 
be without danger; I have seen 2 cases of fatal pulmonary 
oedema during or immediately following this procedure. 
The one was a case of extradural clot beneath a depressed 
fracture in the left parietal bone associated with a big intra- 
cerebral haemorrhage adjacent to the fracture. The other 


patient was a chronic alcoholic who during an attack of 


delirium tremens suffered multiple head injuries and was 
admitted deeply unconscious. He had a bilateral subdural 
haematoma with softening in the distributary area of the 
posterior cerebral arteries due to tentorial coning. 

The risks associated with angiography in patients with 
severe head injury, especially those requiring sedation or 
anaesthesia, were emphasized by Webster, Dawson and 
Gurdjian;"* they also pointed out that arteriography is 
unreliable in cases of suspected extradural or subdural 


collection in the parietal and occipital areas. On the other 


hand, Kristiansen’? has advocated what appears to be an 
almost indiscriminate use of angiography in cerebral trauma. 

In my own experience, exploratory burr holes should be 
used rather than angiography in all patients deeply uncon- 
scious or in violent stupor, and in the presence of clinical 
signs of pressure cone. If needed, a ventricular estimation 
or ventriculography may be added as a further diagnostic 
step. In carrying this out collections in the occipital and 
posterior parietal regions present themselves for immediate 
evacuation. 
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Local Injury to Scalp and X-rays 


In this series the diagnosis of extradural haemorrhage 
was missed in 2 patierits because due attention was not paid 
to a local injury to the scalp. Without complete shaving and 
close examination of the whole head a bruise, a minute cut 
or a circumscribed area of ‘puffy’ oedema may easily be 
overlooked. Equally essential for early diagnosis are X-rays 
of the skull. In 17 of these 20 cases (85°) a skull fracture 
was present; in one instance the fracture was not visualized 
on the plates, but was found on necropsy. In 7 cases there 
was a linear fracture of the calvaria; in 8 cases a depressed 
fracture was present. Gurdjian and Webster’ in their series 
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Fig. Venous phase of carotid angiography in a man with 
a left-sided parieto-occipital extradural clot, which is out- 
lined by the extension of an area of avascularity. The clot 
was subsequently washed out through an occipital burr 
hole. 


Fig. 3. Carotid angiography (Arterial phase) in a case of 
intracerebral clot in the right pre-Rolandic region following 
closed head injury. The clot was successfully aspirated on 
the 6th day after the injury. The ascendent branches of the 
Sylvian group are splayed out indicating site of the clot. 
The anterior cerebral artery appears ‘ironed out’ suggesting 
shift across the mid-line which was clearly visible on the 
a-p. view. The ‘arteriae insulares’ of Krayenbiihl and Richter® 
are compressed by the haematoma. 
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of 30 cases, found a fracture in every case; in 20% the fracture 
was depressed. In 4 cases of my series, the bone fracture 
involved the orbital and frontal regions of the skull which 
should always be studied on the plates with great care. 
In one case, a comminuted fracture extended into the frontal 
sinus (which was very large in this patient) resulting in a 
subcutaneous emphysema of the left forehead. In another 
patient, autopsy disclosed multiple fractures of the base of 
the skull, viz. both orbital roofs and the right petrous bone; 
this patient developed a recurrent extradural bleed (see below). 
Kristiansen’ has aptly pointed out that the haematoma 
may be on the opposite side to the skull fracture; 2 such 
contrecoup haematomas were found in my series. 

In only 2 cases in my series did examination of the scalp 
together with the X-ray plates fail to give an indication of 
the presence of an intracranial clot. 

Neither a blood-stained lumbar fluid nor complete absence 


of pyramidal signs exclude an extradural clot; this point of 


great practical importance was brought out also by Gurdjian 
and Webster’ in their comprehensive study published in 1942. 

The so-called high decerebration attitude, i.e. tonic extenso1 
rigidity due to release of subcortical levels, even if present 
from the onset, should not prevent investigation by explora- 
tory burr holes or angiography as long as corneal and 
pupillary reflexes can be elicited. In one case I misinterpreted 
an early and consistent bilateral extensor rigidity as being 
due to primary brain-stem damage, only to be taught by 
the autopsy that the patient had a large parietal extradural 
haemorrhage extending into the floor of the middle fossa 
on the left side. 

A traumatic mydriasis due to direct force applied to the 
eye (commonly resulting in a retrobulbar haematoma and 
exophthalmos with restriction of all ocular movements) 
may conceal an oculomotor palsy indicative of an extradural 
clot on the same side. 


Cases Manifested Late 


In the present series there were 3 cases of extradural 
haemorrhage of the slow-developing type, with clinical 
symptoms of increasing or fluctuating intensity after the 
3rd day. At that stage, extradural haemorrhage may simulate 
a chronic subdural clot or an intracerebral haematoma of the 
kind recently described by Courville.t Furthermore, in the 
absence of a reliable history a differential diagnosis from 
typhoid fever, tuberculous meningitis, or cerebral venous 
thrombosis and the like, may have to be made. An 
example of this kind has been reported by Rowbotham and 
Whalley.'* In one case I removed a big extradural clot from 
the left middle fossa extending into the occipital region in a 
Native boy of 8 who on the 10th day after injury developed 
a bilateral papilloedema and a dilated and fixed pupil. 


THE ROLE OF INTRACRANIAL HYPOTENSION 


In 2 cases in the series, intracranial hypotension due to loss of 
ventricular fluid following fracture of the base of the skull 
or extensive ventricular tap may have added to the fatal 
outcome. If the patient is in the supine position cerebro- 
spinal fluid is likely to leak unobserved through a crack in 
the cribriform plate or in the petrous bone into the naso- 
pharynx. A markedly flabby dura at operation obviously 
may imply the possibility that meningitis may develop; in 
addition, a low pressure state is likely to obscure the clinical 
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picture and even may facilitate a recurrent or a contrecoup 
bleed. This applies equally to extradural and subdural 
collections. This point has been brought out nicely in 4 cases 
recently reported by Connolly.* 


LUMBAR PUNCTURE 


Sudden relief of pressure by lumbar tap was possibly a factor 
in the fatal outcome in one case of the series in which the 
patient died on the Sth day after injury from a recurrent 
extradural bleed in the posterior parietal region. On admis- 
sion an extradural clot had been removed by the subtemporal 
approach. Lumbar puncture in the presence of an unsus- 
pected extradural haemorrhage sometimes has disastrous 
effects; impressive cases of this type with fatal outcome 
have been reported by McKenzie,'' Mock" and others. 


OPERATIVE TECHNIQUE 


The routine operative approach to an extradural haemorrhage 
is through a small subtemporal craniectomy which may be 
extended forward or backward as required so as to give 
sufficient access to the frontal and subfrontal area as well 
as the parietal area. The bone need not be replaced. 

Occasionally an extradural clot may be encountered and 
should be washed out—like a subdural collection—through 
a single occipital burr hole, using the same site as for routine 
ventriculography. 

Only in exceptional cases, when a solid clot of considerable 
thickness extends over the greater part of a hemisphere and 
cannot easily be washed out because of its firm adherence to 
the dura, will an enlarged trephine opening be necessary, 
and it is then advisable to replace the bigger bone fragments. 
If the brain does not expand after evacuation of the clot, 
and the dura remains slack, the dura should be sutured to 
the periosteum so that it lies snugly against the bone; this is 
certainly the best means to prevent a recurrent bleed. 


MORTALITY RATE AND RESULTS 


Ten patients—half of this series—fall into what could be 
suitably termed the group of blow-out haemorrhages with- 
out a well-marked lucid interval. Of these, 6 died soon after 
admission without regaining a normal level of consciousness. 
(Parenthetically, inebriation may interfere with the sequence 
of events.) Careful study at necropsy revealed that these 
failures were due to the following causes: 

1. In 2 cases the patients were seen in a terminal stage, 
i.e. in profound unconsciousness with absence of all move- 
ments and of reflexes, including the nociceptive reflexes, 
and with dilated pupils. The only chance for such cases is 
that a suitably trained surgeon should be available in the 
casualty service to make emergency burr holes, if necessary 
under artificial respiration. 

2. In 3 cases there was, on admission, an additional intra- 
cranial complication such as extensive fracture of the base 
of the skull with primary damage to the adjacent brain stem 
as evidenced by fixed pupils, bilateral extensor plantar 
response, over-breathing and occasionally hyperthermia: 
or a laceration of the brain with blood flooding the subdural 
space. In 2 cases there was, in addition to the extradural 
haemorrhage, an unsuspected intracerebral clot, of which I 
have given an example above. 

Of the remaining 10 cases, all survived with the 2 exceptions 
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already mentioned, viz. one with the clot in the anterior 
fossa, and another with a recurrent extradural haemorrhage 
the only one, by the way, seen in this series. 
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Addisonian pernicious anaemia is, by definition, a megalo- 
blastic anaemia characterized by achylia gastrica with an 
associated failure to secrete intrinsic factor, resulting in 
deficiency of vitamin B12. To prove that a patient is suffering 
from pernicious anaemia, the following criteria should be 
established: (1) Presence of a megaloblastic anaemia, 
(2) deficiency of serum vitamin B12, (3) presence of achylia 
gastrica, and (4) lack of intrinsic factor. 

Intrinsic-factor defect can be demonstrated by noting 
the absence of a reticulocyte response in a proven case of 
pernicious anaemia in relapse, when a dose of vitamin B12 
is administered orally together with a preparation of gastric 
juice from the patient under investigation. This rather 
cumbersome test has been simplified by the use of vitamin 
B12 labelled with radio-active cobalt in the form of “Co or 
*8Co. The absorption of an oral dose of this labelled vitamin 
B1l2, and the correction of defective absorption by the 
addition of intrinsic factor, can be determined by measuring 
the amount excreted in the stools (Heinle et al., 1952; Bradley 
et al., 1954), or in the urine (Schilling, 1953). The latter 
test is not so true a reflection of absorption as the other 
methods, but it has the advantage of ease of performance, 
especially under conditions where collection of stools over a 
period of several days is difficult. 

Addisonian pernicious anaemia has long been held not to 
occur or at least to be very rare in the Bantu. Gelfand 
(1948) remarks that he has never seen an African suffering 
from either pernicious anaemia or subacute combined 
degeneration of the cord. Foy ef a/. (1951) state that no 
genuine case of pernicious anaemia has been recorded in an 
African. Megaloblastic anaemia in a Gwana male was 
described by Trowell (1951) as pernicious anaemia but there 
is no record of gastric biopsy or vitamin BI2 absorption 
studies. In 1956, Woods and Rymer described megaloblastic 


anaemia in a Bantu associated with subacute combined dege- 
neration of the cord, and in whom gastric biopsy showed 
atrophy of the gastric mucosa. Although vitamin-B12 
absorption studies were not done in the last-mentioned case, 
it is acceptable as Addisonian pernicious anaemia, and as 
such is the first recorded example of the disease in this ethnic 
group. 

The diagnosis of a further 10 cases is presented in this 
paper. In 9 the diagnosis was established by studies of the 
absorption of radio-active vitamin BI2 and one patient 
with megaloblastic anaemia who died showed changes in the 
gastric mucosa consistent with the diagnosis. 


Methods 

The haematological methods were those described by 
Dacie (1956). Serum vitamin B12 samples were assayed by 
Dr. D. L. Mollin (Postgraduate Medical School, London) 
by the method of Ross (1952) using Euglena gracilis as a 
test organism. Absorption of radio-active vitamin B12 
(“CoBI2) was estimated by a modification of Schilling’s 
test. After an overnight fast the patient was given an oral 
dose of 0-6 microgram of vitamin B12 (with an activity of 
0-15 microcuries of Co). The bladder was emptied and the 
urine discarded. Simultaneously with the administration 
of the dose, 0-25 mg. of carbachol was administered by sub- 
cutaneous injection. The reason for this injection is that in 
some normal individuals intrinsic factor secretion may be 
inhibited at the time of the test, but this inhibition is over- 
come by the carbachol. Two hours after the oral dose ol 
°CoBI2, 1,000 micrograms of non-radio-active vitamin B12 
was administered intramuscularly and all urine was collected 
for a period of 24 hours. The radio-activity in the urine was 
determined by measuring the activity in a 1 litre aliquot 
(or in the total volume if less than one litre had been passed), 
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in a conical flask placed on top of an enclosed solid sodium- 
iodide crystal (1 1 inch), of a Tracerlab P20A scintillation 
detector. 

The percentage of the original dose excreted in the urine 
was calculated. 

Seven days later the test was repeated with the same oral 
dose of “CoB12, together with a potent concentrate of 
intrinsic factor. 


RESULTS 


Nine cases were seen during the period January 1955 to 
June 1957, with anaemia and a classical megaloblastic bone 
marrow; the relevant haematological features are shown in 
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Serum Bi2 (Table I). 
during relapse. The results are uniformly very low, with less 
than 50 wg. per ml. in all (normal minimal content is 100 ppg. 
per ml.) 


This was estimated in cases 1-6, 


Schilling Tests (Table 11). In cases 1-6, no urinary excretion 
of *CoB12 could be detected after the oral dose; when the 
“CoBI2 was administered together with the intrinsic factor 
concentrate the urinary excretion was increased to between 

0 and 19-9°. of administered dose. In cases 7-9 there was 


some urinary excretion (0-8°%, 2-9°% and 3-7°% respectively) 
after oral ®CoBI2, but concomitant administration of 
intrinsic factor increased this to 10°3°%, 27-4% and 18-3°, 


respectively. 


Table I. All cases had histamine-fast achlorhydria and Case 5 presented with weakness for 6 months and inability 
TABLE I. AGE, SEX, AND HAEMATOLOGICAL FINDINGS BEFORE TREATMENT 
Peripheral Blood Varrow 
ipprox Leuco- Neutro- 
Case {ge Sex Haemo- Reticu- Macro- Megalo-_ cytes phils Macro- Platelets Classical Giant 
globin locytes cytosis blasts  (thou- (thou- _ poly- (on megalo- myeloid 
(g.'%) tao sands sands cytes films) blasts cells 
(c.mm.) c.mm.) 
\ 55 I 6-8 1 2-0 0-6 Scanty 
2 50 F 3-0 2 3-5 1-4 ? 
3 40 M *2-9 7-2 4 ) 
5-4 l 5-2 3-0 ? 
4 40 I 6-1 2 3-0 i-3 Absent 
5 65 I 4-5 I 3°5 0-7 Scanty 
6 30 M 5-0 3 3-5 1-2 Absent 
7 ; . , 30 F 2:5 6 4:7 2-4 Scanty 
& — 4§ M 5-3 4 tie 3-2 Scanty 
y ‘ 40 t 6-3 | 2-6 0-5 » 
10 ‘ ‘ ani 70 I 5-8 l 4-4 1-3 Scanty 


First admission (1952) 


The marrow was examined after institution of liver therapy (1948) 


showed no abnormality with barium meals. Complete 

haematological remission followed the administration of 

intramuscular vitamin B12; the reticulocyte peaks are 

shown in Table II. One patient was first seen in 1948 with 
TABLE II. SERUM VITAMIN-BI2 LEVEL, SCHILLING TEST, 


AND RETICULOCYTE PEAK FOLLOWING ADMINISTRATION O} 
INTRAMUSCULAR VITAMIN-B12 


Urinar) 
Urinary excretion 
Serum B12 excretion of oral Reticulocyt 
Case in relapse of oral "°Co Bl2 peak on 
(pg, ml) Co Bl2 plus intrinsic 1.M. B12 
factor 
40 0-0 18-8% 25 
? 25 0-0 19-0° 35 ' 
3 25 0-0 17-8° 31 
4 25 0-0 19-9 30 
5 40 0-0 7-0 38 
6 38 0-0 j0-3° 35 
7 0-8 10°3°. 
8 2-9 27-4° 35 
9 ‘9 18-3° 
Treated initially by blood transfusion The bone marrow 


reverted to normal following administration of intramusculat 
vitamin B12 


Haematological remission following liver therapy 


macrocytic anaemia. Marrow examination performed after 
the institution of liver therapy showed normoblastic erythro- 
poeisis. 


to walk for | month before admission. Examination of the 
nervous system showed absent vibration sense up to the 
pubis, and absent joint sense in the great toes, knees and 
ankles. Pin-prick sensation was reasonably good. There 
was spasticity of the left leg, with extensor plantar reflex. 
The knee jerks were absent and there was quadriceps wasting, 
and shuffling gait. The clinical diagnosis was subacute 
combined degeneration of the cord. 


Case 10 


This patient died shortly after admission, and is reported in 
detail 


M., an elderly Bantu female, was admitted to hospital in 
September 1956. The only history available was that she had 
been too weak to move about over the preceding 6 months. Ex- 
amination showed a very pale, senile female. Her legs were weak 
and there was bilateral absence of knee and ankle jerks. Blood 
count showed haemoglobin 5-8 g. per 100 ml., leucocytes 4-4 
thousand per c. mm. (with an absolute neutropenia and relative 
lymphocytosis) and reticulocytes 1-5°¢, and the smear showed 
macrocytes, megaloblasts, multilobed neutrophils and = scanty 
platelets. The marrow showed numerous classical megaloblasts, 
and giant myeloid cells of bizarre morphology. 

Blood urea was 104 mg. per 100 ml. The patient became drowsy, 
failed to respond to a slow transfusion of 500 ml. of blood, and 
died 3 days after admission 

Autopsy was carried out 48 hours after death, but an attempt 
was made to prevent autolysis of the gastric mucosa by passing 
formalin into the stomach, via a stomach tube, shortly after death. 

Significant Autopsy Findings. The heart (weight 320 g.) was 
slightly enlarged, with the myocardium soft, pale and flabby. 
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There was marked oedema and congestion of the lungs. The 
tongue was smooth and pale, showing atrophy of the papilli 
on the dorsum. The stomach showed marked atrophy of the 
mucosa in the region of the fundus and cardia, the mucosa being 
pale and smooth, and the wall of the stomach markedly thin. 
The remainder of the stomach showed no obvious lesion. The 
sternum and vertebrae showed the presence of red marrow through- 
out the marrow cavity, and the femur throughout the shaft. 
The kidneys showed features suggestive of chronic pyelo- 
nephritis. 

Microscopic Examination. Autolysis unfortunately obscured 
some detail. The femoral marrow was hypercellular with active 
erythropoesis. Numerous megaloblasts were present and some 
of the myeloid cells appeared to be larger than normal. Section 
of the stomach (Fig. 1) showed marked atrophy of mucosal 





glands with complete absence of oxyntic cells. There appeared 
to be some increased cellularity of the substantia propria, with 
infiltration by lymphocytes, histiocytes and an occasional plasma 
cell There was generalized atrophy of the muscularis. The 
histological features were those of well-marked gastric atrophy. 
Section of the tongue showed complete absence of villi with 
atrophy of the epithelium The sub-epithelial layers showed 
increased fibrosis and were diffusely infiltrated by lymphocytes 
and plasma cells and were moderately congested. The features 
were those of atrophic glossitis. Sections from the spinal cord 
showed irregular destruction of myelin, maximal in the posterior 
columns and to a lesser extent in the lateral columns. The myelin 
destruction was not accompanied by any significant glial response. 
The lesions were most conspicuous in the thoracic region. The 
features were compatible with subacute combined degeneration 
of the cord. The kidneys showed the features of benign nephro- 
sclerosis. 
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The Autopsy Diagnosis was: 

1. Megaloblastic anaemia with gastric atrophy and atrophy 
of the tongue consistent with pernicious anaemia. 

2. Subacute combined degeneration of the spinal cord. 


DISCUSSION 


Studies on vitamin B12 have done much to clarify present-day 
concepts of pernicious anaemia. The disease in relapse 
shows a low serum vitamin B12, and there is complete 
haematological response to parenterally administered vita- 
min B12. With the Schilling test the urinary recovery of 
*CoBI2 after oral administration is less than 4°% of the 
administered dose, this figure being increased to normal 
levels (greater than 5°%) if a potent intrinsic factor preparation 
is administered with the ®CoB12. 

In the present series, serum vitamin B12 was low in cases 
in which it was estimated, and apart from the one fatal case, 
and the patient treated with liver, response to intramuscular 
vitamin B12 was complete. The mean urinary recovery of 
%CoBI2 was 0-8°%: administration of intrinsic factor with 
B12 resulted in a urinary recovery ranging between 7-0° 
and 27-4% (mean 16-5°%). 

Megaloblastic anaemia is common in the Bantu, the major- 
ity of cases being ‘nutritional’ in type and responding to ward 
diet, folic acid, and possibly vitamin B12. Megaloblastic 
anaemias clinically and haematologically indistinguishable 
from pernicious anaemia are seen from time to time in 
middle-aged Bantu, as for example the case quoted by Adams 
and Wilmot (1953). It was the purpose of this study to clearly 
separate the true pernicious anaemias from the nutritional 
group. The incidence of pernicious anaemia in the Bantu 
as compared to the European remains a matter for conjecture. 
Nine cases here reported all presented at the Baragwanath 
(1,600 beds) or Coronation (600 beds) Non-European 
Hospitals, Johannesburg, during a 24 year period. Any 
conclusions as to the incidence of the disease in the Bantu 
must of necessity await further investigation with radio- 
active vitamin B12 of adult megaloblastic anaemias both in 
relapse and remission. 


SUMMARY 


Nine cases of pernicious anaemia in the South African Bantu 
were diagnosed by study of the absorption of radio-active 
vitamin B12. A further case of megaloblastic anaemia Is 
described, showing the histological changes in the gastric 
mucosa consistent with the diagnosis of pernicious anaemia. 


We wish to thank the Director, South African Institute for 
Medical Research, for facilities to perform this study; Dr. D. L. 
Mollin for carrying out the serum-B12 assays, and for his advice 
and encouragement in this work; Dr. Lester-Smith, of Glaxo 
Laboratories, for generous supplies of radio-active vitamir B12; 
Lederle Laboratories, New York, and Noristan Laboratories, 
Pretoria, for supplies of intrinsic factor; Glaxo Laboratories, 
Wadeville, South Africa, for supplies of vitamin B12; the physi- 
cians at Baragwanath and Coronation Hospitals, Johannesburg, 
for their cooperation and permission to study the cases under their 
care; Drs. B. A. Bradlow and N. S. F. Proctor for the autopsy 
report; Mr. D. Hart for technical assistance; and Mr. Ulrich 
for the photograph. 


ADDENDUM 
* 


Since this paper was submitted for publication, 2 more Bantu 
patients at Baragwanath Hospital have been diagnosed as suffer- 
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ing from pernicious anaemia by means of the Schilling test. A 
further case of pernicious anaemia in an African has also been 
published—Adams, E. B. (1957): S. Afr. Med. J., 31, 633. 
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KISTEUSE PNEUMATOSE 


cy. F.C. 


Deeltydse Senior Chirurg, Voor 


Hierdie interessante seldsaamheid word selde klinies as sulks 
gediagnoseer, kom voor saam met ander patologie van die 
dermkanaal en is merendeels *n verrassing wanneer die 
chirurg die buik oopmaak en die vreemde gesig, van letterlik 
duisende dunwandige kiste soos seepbelle, aanskou. Die 
toestand is baie karig beskryf in standaard leerboeke oor 
patologie en chirurgie. 

Definisie. Pneumatose word gedefinieer as gas in enige 
abnormale posisie in die liggaam.' 

Wanneer gas in kisteuse haarde saamgepak is in die wand 
van die dermkanaal, word dit ,pneumatosis cystoides intesti- 
nalis’ genoem. Die diffuse sprei van gas in die wand van die 
dermkanaal word in teenstelling beskryf as ,emfiseem’ van 
die derm. 

Benaminge. Hierdie toestand is deur verskillende skrywers 
as volg genoem: ,gas cysts of the intestine’, ,emphysema 
intestinorum’, ,cystic pneumatosis of the bowel’, ,gas cysts of 
the mesentery’, ,pneumatosis cystoides intestinorum hominis’, 
,pneumatosis intestinalis’, ,pneumatosis peritonei. Van al 
die bogenoemde is daar nie een wat beantwoord aan al! die 
eienskappe van die toestand nie, en die benaming ,kisteuse 
pneumatose van die peritoneum’ kom miskien naaste aan die 
waarheid omdat die toestand kisteus van aard is, dit is ’n 
toestand van pneumatose en dit is altyd in een of ander 
verhouding tot die peritoneum, of dan te wel viseraal, 
mesenteriaal of parietaal. 

Geskiedenis. Die toestand is eerste beskrywe deur Bang? in 
1876. Tot 1940 kon slegs 172 gevalle gevind word;* alhoewel 
daar sedertdien jaarliks ’n paar gevalle beskryf word, is hulle 
skaars genoeg om nog ’n geval se beskrywing te regverdig. 
Etiologie 

Daar is tot nog toe geen absolute ooreenstemming oor die 
presiese oorsaak van die toestand nie. Daar is 4 teorieé, as 
volg: (1) chemies, (2) infektief, (3) neoplasties en (4) meganies. 

1. Chemiese Teorie. Masson*® beweer dat die kiste ver- 
rekte limfvate is en dat die gas oorspronklik van die kyl kom 
as gevolg van die reaksie van chemiese sure wat uit derm- 
fermentasie ontstaan. 

2. Infektiewe Teorie. Naesbund en Berglund* glo dat ’n 
Bacillus coli-agtige organisme die dermwand indring en 
dan gasvormende eienskappe aanneem. Die meerderheid 


VIR GENEESKUNDE 193 


Foy, H., Kondi, A. and Hargreaves, A. (1951): Brit. Med. J., 
1, 380. 

Gelfand, M. (1948): The Sick African, 2nd ed., Cape Town: 
Stewart. 

Heinle, R. W., Welch, A. D., Scharf, V., Meacham, G. C. and 
Prusoff, W. H. (1952): Trans. Ass. Amer. Phycns., 65,.214. 

Ross, G. I. M. (1952): J. Clin. Path., 5, 250. 

Schilling, R. F. (1953): J. Lab. Clin. Med., 42, 860. 

Trowell, H. C. (1951): Lancet, 2, 761. 

Woods, J. D. and Rymer, J. J. H. (1956): Ibid., 2, 1274. 


VAN DIE PERITONEUM 


TROSKIE 


trekker-Hospitaal, Kroonstad 


van bakteriologiese ondersoeke het egter nie enige bakteri¢é 
kon kweek nie, volgens Silverstone,® terwyl Nitch® bewys 
het dat suurstof ook deel van die inhoud van die kiste uit- 
maak en dit dus onwaarskynlik is dat dit deur bakterie kan 
afgeskei word. 

Bang* en Finney’ glo dat dit ’n 
definitiewe tipe tumor is waarvan die selle die eienskap het 


a Neoplastiese Teorie. 


om gas te vorm. Hierdie opvatting is egter nog nooit histo- 
Die spontane herstel en verdwyning 
van die gas in talle bewese gevalle, dien ook om die teorie 


patologies bewys nie. 


te negeer. 

4. Meganiese Teorie. Dit word mees algemeen aanvaar 
dat, as gevolg van obstruksie van een of ander aard, tesame 
met beskadiging van die slymvlies,® gas deur die slymvlies 
forseer word deur die hiper-peristalse. Die verspreiding van 
gas in die limfatiese stelsel veroorsaak vertraging van limf- 
dreinering.'® °n Ontstekingsproses ontstaan wat dan op sy 
beurt die doeltreffende absorbering van gas verhinder. Die 
limfvate verrek en skeur naderhand"! en ’n ophoping van gas 
ontstaan wat dan die vorm van dunwandige kiste aanneem. 


Patologie 

Makroskopies. Dunwandige kiste gevul met gas onder 
spanning en wat varieer vanaf ’n speldekop tot ’n duif-eier 
kan gesien word in groepe saamgedrom.'? Dit kom meesal 
voor naby die terminale ileum of by die sigmoid kolon,'* 
taamlik dikwels is die omgewing van die maag en duodenum” 
die meeste aangetas. Die gaskiste word ook aangetref in die 
mesenterium, die cisterna chyli, die kylbuis, die mesenteriese 
limfkliere’* en in die geval wat hier beskrywe word, selfs 
in die ligament van die lewer en anterior buikwand tot by die 
nawel. 

Die kiste is gewoonlik geleé in” die subserosa, maar in 
kinders is daar *n neiging om in die submucosa te lé'* en, 
as gevolg van induiking in die lumen van die derm, obstruksie 
te veroorsaak.® Dit gebeur dat gas in’ die retro-peritoneale 
lae opsypel en onder die diafragma te staan kom, vanwaar 
dit nie, soos in die geval van ’n pneumoperitoneum, verdryf 
kan word nie.’® In sommige gevalle bars die kiste wel en 
dan ontstaan ’n spontane pneumoperitoneum. 

Daar is altyd een of ander meegaande patologiese toestand 
van die dermkanaal teenwoordig, ’n toestand wat gepaard 
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gaan met oortollige peristaltiese bewegings. Daar is ook 
altyd een of ander letsel van die mucosa van die dermkanaal, 
hetsy ‘n ulcus, ’n karsinoom of ’n infeksie. Die mees algemene 
meegaande patologiese prosesse is *n piloriese stenose wat 
volg op ulcus of karsinoom, beklemde breuke, kolitis, blinde- 
dermontsteking en parasitiese infeksie.* 

Mikroskopies. Die kiste het ’n dun voering van endotiel- 
selle met ’n buitelaag van bindweefsel.'* Die voering skep 
die indruk dat dit gebarste limfspasies is.'' Daar is min 
selreaksie in die omliggende weefsels, alhoewel daar soms ’n 
limfosiet-infiltrasie en reuse-selle teenwoordig is. 


lard van die Gas in Kist 

Dit is *n kleurlose, geurlose gas wat nie ontvlambaar ts 
nie," en naverwant aan atmosferiese lug is.'° Dit bevat 
stikstof en koolsuurgas'’, asook suurstof® en ander gasse. 


Simptome en kliniese tekens 

Simptome. Die kliniese simptome word veroorsaak deur 
die onderliggende siektebeeld en is gewoonlik een of ander 
obstruksie met pyn in die buik, braking en, in die geval van 
kinders, *n diarree. *n Analise van 85 gevalle het getoon 
dat 50°, veroorsaak was deur ’n peptiese ulcus en dat 83°, 
van hierdie gevalle ’n pilorus stenose gehad het.*® 

Tekens. Afgesien van tekens van die onderliggende siekte, 
is daar soms ’n teer tumor voelbaar. Die tumor is swak 
omlyn, voel sponsagtig, wissel van dag tot dag, en daar is 
soms selfs crepitus. Wanneer komplikasies intree en die kiste 
bars, ontstaan *n pneumo-peritoneum. 

Radiologiese Ondersoek 

Die radiologiese beeld is kensketsend en indien een maal 
gesien, kan dit nie weer misken word nie. Daar is gelokali- 
seerde gaskolle wat min of meer, sirkelvormig is, buite die 
dermwand lé, en die gang van die derm uitbeeld. Soms is 
die gasbolletjies in kolle saamgepak sodat dit die mesenterium 
omlyn of die retro-peritoneale lae uitbeeld. 

Wanneer genoegsame gas in die retro-peritoneale lae 
opsypel, kom dit onder die diafragma en kan verwar word 
met ‘n pneumo-peritoneum. Uit hierdie posisie kan dit 
egter nie, soos in die geval van vrye gas in die buikholte, 
verdrywe word nie.'° 

Indien kiste wel bars en die gas vry kom in die peritoneum, 
gebeur dit dat gas gesien word, binne in die derm, in die 
dermwand, asook daar buite.' 

Toestande wat moet onderskei word is dié wat deur gas- 
vormende bakterieé veroorsaak word en dié wat voig op 
trauma, of dit nou wel chirurgies of ongelukke is. 


Behandeling 


Die behandeling van die onderliggende oorsaak is nood- 
saaklik en voldoende.'® Dit is al bewys dat die toestand 


geheel en al opgeklaar het binne 3 weke na operasie vir die 
verligting van obstruksie.” 


VERSLAG OOR °’N GEVAI 


Die volgende geval is tiperend en bewys die meerderheid van 
bogenoemde stellings: 


Op 15 Mei 1956 is mev. H.C.H., *n huisvrou van 56 jaar, tot 
die mediese afdeling van die Voortrekker-Hospitaal toegelaat met 
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klagtes van buikpyn en braking vir 6 maande en ,opsit’ van buik 
vir | maand. 

Sy was haar hele lewe woonagtig in die Vrystaat en het geen 
groot siektes, ongelukke of operasies in die verlede gehad nie. 
Haar familiegeskiedenis is normaal. 

Sy was tot Desember 1955 gesond en geset soos dit dames 
van haar jare en lewenswyse betaam. Sy het soms bietjie vol 
gevoel na etes, maar nooit v6or 30 Desember 1955 gebraak nie, 
toe sy vir die eerste maal na die middagete pyn in die epigastrium 
voel en haar middagmaal uitbraak. Sedertdien het sy meermale 
na etes gebraak en die afgelope 2 maande braak sy gereeld na 
elke maal. Sy het in 6 maande 60 Ib. gewig verloor. Vir die afge- 
lope maand vind sy dat haar maag groter word en ongemaklik 
voel. Sy het ook ’n neiging tot hardlywigheid openbaar en moet 
meer en meer purgasies gebruik. Daar is geen urinére of gine- 
kologiese klagtes nie. 

By ondersoek, is sy *n ouerige dame met ’n verrimpelde vel wat 
sy elastisiteit verloor het en op dehidrasie en gewigverlies dui. 
Die B.D. is 146/90. Geen kliniese afwyking van hart en longe nie. 
Die buik is geweldig uitgesit, sodat die vel blink span en oral 
timpanities is en teer by palpasie. ‘n Swakomlynde tumor is in 
die linker fossa iliaca voelbaar. Vaginale en rektale ondersoek 
was negatief. 

Die gevoel was dat dit moontlik *n karsinoom van die kolon 
is met obstruksie en die pasiént is oorgeplaas na die chirurgiese 
afdeling. °n Bariumkliesma is gedoen wat swak vulling van die 
regter helfte van die kolon transversum toon, asook spasme van 
die sigmoid en ‘n mate van kolitis. *n Bariummaal is toe uitgevoer. 
Dié het ‘n geweldige dilitasie van die maag getoon met ’n pilorus- 
obstruksie (Fig. 1). Daar is ook ‘n groot hoeveelheid gas onder 





Fig. 1. Hier sien ons die geweldige uitsetting van die maag 
met geen deurviloei van barium deur die pilorus nie. 

In die omgewing van die pilorus, klein boog en ook onder 
die diafragma links, kan duidelik die goedomlynde gasbelle 
gesien word. 


beide koepels van die diafragma bemerk (Fig. 2). Die sirkel- 
vormige gaskolle buite die dermwand, wat by later ondersoek 
duidelik sigbaar was op Fig. 1, het nie aanvanklik aandag geniet 
nie 

Die pasiént is op die gewone wyse vir "n maagreseksie voor- 
berei en die operasie is op 28 Mei 1956 uitgevoer 


Operasie 


Toe die peritoneum oopgemaak word, het die maag letterlik 
gas afgeblaas. Die hele buik was soos ’n skottel skuim met duis- 
ende lugbelle wat tot die grootte van ‘n duif-eier was. Die grootste 
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Fig. 2. Hierdie opname toon die geweldige pneumo-perito- 
neum wat ontstaan het as gevolg van die bars van verskeie 
gasbelle. 


ophoping van hierdie gaskiste was aan die regter kant van die 
kolon transversum en die jejunum (Fig. 3). Daar was verder 
kiste versprei in die mesenterium, die omentum, die anterior 
buikwand, die ligament van die lewer en die porta hepatis. Die 
gas in die kiste was onder spanning en ’n paar was stukkend 
gedruk. Hulle het met ’n klapgeluid gebars. Toevallig het sy 
ook ’n galblaas vol stene gehad. 


shir 





—s 


Fig. 3. Hierdie foto wat tydens operasie geneem is, toon ‘n 
groepie van die duisende gaskiste. In hierdie foto is ’n gedeelte 
van die kolon en ileum sigbaar. 


*n Cholecystectomie is gedoen, en *n gedeeltelike maagreseksie 
volgens die metode van Polya, met ’n anterior anastomose, is 
uitgevoer. 

Daar was ‘n ulcus van 1 duim deursnit by die pilorus. Die 
omliggende weefsel was fibroties met feitlik ’n totale afsluiting 
van die pilorus self. 

Histopatologiese ondersoek het geen teken van maligniteit 
getoon nie. Die pasiént het *n spoedige herstel sonder enige 
moeilikheid gehad en is op die tiende dag na operasie uit die 
hospitaal ontslaan. 

Ses maande na die operasie is sy sonder klagte, het 15 lb. gewig 
opgetel en ’n oorsig foto van die buik toon geen teken meer van 
gasbelle of gas onder die koepels van die diafragma nie. 


GEVOLGTREKKINGE 


1. Kisteuse pneumatose is °n verrassende, interessante 
seldsaamheid in chirurgie. 

2. Die toestand is karig beskrywe in alle standaard leer- 
boeke oor chirurgie en patologie. 

3. Die kiste kom voor op enige plek in die buikholte en 
die gas lé meesal in verhouding tot die peritoneum. 

4. Die gas in die kiste is soortgelyk aan atmosferiese lug. 

5. Die toestand is altyd sekondér tot patologie van die 
dermkanaal. 

6. Die dermpatologie veroorsaak altyd ’n breuk in die 
slymvlies en hiper-peristalse. 

7. Die rontgenbeeld is tipies. 

8. Die toestand word selde voor operasie gediagnoseer. 

9. Die behandeling is bloot dié van die onderliggende 
patologie. 


OPSOMMING 


Die toestand van kisteuse pneumatose van die peritoneum is 
in oénskou geneem aan die hand van die mediese literatuur 
sedert 1930. 

Die mees logiese benaming is bogenoemde. Die aard, 
meganisme van ontstaan, en makroskopiese en mikroskopiese 
patologie is beskryf. Die diagnose, beide klinies en radio- 
logies, is bespreek. Die behandeling is gestel. 

’n Tipiese geval wat baie van die eienskappe van die siekte 
toon, is aangeteken. 


Ek is dank verskuldig aan dr. J. M. de Beer, Geneesheer-Direk- 
teur aan die Voortrekker-Hospitaal, Kroonstad, vir toestemming 
om hierdie geval aan te teken. Ook aan die Bibliotekaresse van 
die mediese biblioteek van die Randse Universiteit, vir haar 
onvermoeide ywer om vir my al die tydskrifte op te spoor en 
na Kroonstad te versend 
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ACUTE INVERSION OF THE UTERUS 
A CASE REPORT 
A. C. Naytor, M.D., M.R.C.O.G. 


Lecturer in Obstetrics, University of the Witwatersrand, Johannesburg 


Acute inversion of the uterus is a distinctly uncommon 
occurrence. This serious complication of labour is variously 
stated to have an incidence of 1 : 4,333,' 1 17,000,* and 
1 : 400,000.* 

In this case there was the additional probable aetiological 
factor of placenta accreta. The writer had the opportunity 
of observing the mechanism of inversion from its inception 
to completion. 


The patient was a primigravida aged 25 years. She had been 
married for 4 years, during which time she had undergone a 
full investigation for infertility. Laparotomy had been performed 
in October 1956 and it was then noted that the uterus was ‘small, 
had a fundal notch, and seemed to be thin-walled’ The im- 
pression was that of hypoplasia and her chances of becoming 
pregnant, or at least going to term, were not considered to be 
good at all. 

The last menstrual period was on 13 November 1956 and the 
estimated date of delivery was 22 August 1957. The blood group 
was ‘O’; Rh.-negative; Ide-negative. 

Many minor troubles occurred during pregnancy. Constipation 
was obstinate. Complaints of abdominal discomfort with pain 
over the uterus were fairly frequent. Two months before term 
the patient fell and injured the right knee, after which both legs 
were periodically swollen. Weight gain was excessive and oedema 
apparent. 

On 24 August 1957 she was admitted for induction of labour. 
Castor oil, strippings of the membranes and an injection of pitocin 
were required to start labour by 12.05 p.m. the same day. By 
7.25 p.m. the cervix was fully dilated and the patient bearing 
down with the head visible on the perineum. Labour was ter- 
minated, because of a minor foetal heart irregularity, by low 
forceps under local anaesthesia. A live female child of 6 lb. 6 oz. 
was easily delivered, with the umbilical cord 4 times round the 
neck. This shortening necessitated cutting the cord before 
completion of the delivery. 

Intramuscular ergotrate had been given on delivery of the 
head. The uterus contracted well after fundal massage and the 
placenta could be seen just inside the loose dilated cervix. Bleeding 
was slight. Two fingers were hooked round the lower placental 
edge and light traction made, together with fundal pressure. 
It was thought that a slight dimpling of the right side of the uterine 
fundus occurred but it was evanescent. A repeat attempt at 
expression, with the fundus very definitely firmly contracted, 
was now made. The dimpling now recurred and it was then 
realized that one was dealing with a placenta accreta. In spite 
of immediate cessation of efforts to remove the placenta and 
efforts to stop the occurrence of inversion, the right wall of the 
uterus seemed to roll inexorably down and out through the widely 
dilated flabby cervix until the whole uterus and vagina were 
completely inverted. 

Pain was severe and shock marked (systolic blood pressure 
30 mm. Hg, pulse 140 plus) with the patient practically uncon- 
scious. Air hunger was not noted immediately. 

Morphia, hydrocortisone and intravenous fluids were given 
whilst waiting for an anaesthetist and for blood. On arrival the 
anaesthetist commented on the intense generalized vasocon- 
striction, the widely dilated pupils, and the presence of air hunger. 

By 7.40 p.m. one was ready to attempt replacement under 
anaesthesia. Even with the placenta attached, the uterus seemed 
strikingly small. The placenta was attached to the right antero- 
lateral wall of the uterus and extended well onto the lower seg- 
ment. Great difficulty was experienced in removing the placenta 
and membranes. They had to be pulled and scraped off piece- 
meal, leaving the uterus ragged in the extreme. 

Replacement of the uterus was simplicity itself. Grasping the 
uterus in the hand it was slowly and steadily pushed back through 


the vagina and cervix, against light abdominal counter-pressure, 
until the fundus seemed to slip up and away, undoing the inversion. 
Inversion replacement time was about 17 minutes. 

The patient’s condition improved noticeably as soon as replace- 
ment was completed, in spite of the measured blood loss of 80 oz 
during removal of the placenta. No tendency to recurrence was 
noted and by 11.30 p.m. the patient’s condition was such as to 
cause no further worry. 

Antibiotics were exhibited in full doses. The puerperium was 
normal, the lochia not excessive and breast feeding satisfactory. 


COMMENT 


Aetiology and treatment are the two problems in this type 
of acute inversion.* - 

About 40° of cases are ‘spontaneous’, according to Das.° 
Cord traction when the uterus is relaxed, direct fundal 
implantation of the placenta, and injudicious or violent® 
Credé expression, are mentioned in most standard text- 
books. A lax dilatation of the cervix’ and placental site 
atony”? are accorded importance by others. 

Any so-called aetiological factor on its own will almost 
certainly not cause inversion. The author once tried to invert 
the uterus in order to over-stitch the bleeding sinuses in a 
patient with placenta praevia anaesthetized in the lithotomy 
position, when sinuses in the lower segment continued to 
bleed after delivery, and failed completely. 

In the present patient the factors considered to be of 
major importance are, in order, the small size of the uterus, 
the lax widely-dilated cervix and, lastly, that traction was 
made on the placenta. The presence of placenta accreta 
probably increased the risk. 

The uterus, with placenta attached, was estimated by 
direct comparison with the author’s hand to be 9 cm. wide by 
12 cm. long. This is considerably smaller than the measure- 
ments given by de Lee’ (12 15 cm.) for the average post- 
partum uterus. It is of interest to note that at laparotomy the 
uterus had also been noted to be small and thin-walled. 
Visualize how much more easily this small thin-walled uterus 
could slide through the widely dilated cervix. 

The rolling down and out of the right uterine wall sup- 
ports the idea of a localized placental site relaxation’? because 
the fundus itself was found on examination and checking 
to be firmly contracted. This rolling out might have been 
initiated by cord traction at the time of delivery, and before 
the uterus had a chance to retract. 

This patient illustrates one point in particular with regard 
to treatment that is considered important. In spite of the 
huge blood loss occasioned by the removal of the placenta 
accreta, her condition improved immediately on reduction 
of the inversion. The inversion had caused the shock and 
it was reasoned that the removal of the cause of the shock 
was the best treatment. 

Removal of the placenta caused excessive bleeding, but 
it is submitted that the bleeding would have been as much 
and the removal more incomplete, if attempts had been 
made to reduce the inversion with the placenta still attached. 
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SUMMARY 


A case of acute complete puerperal inversion of the uterus 
is described. A distinctly small uterus is suggested as an 
aetiological factor of importance. The great value of im 


mediate reduction of the inversion is noted. 


I wish to thank Dr. K. Jooste for his calm competency during 
e anaesthetic. 
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AN IDEA FOR THE ELIMINATION OF FACE MASKS IN ANAESTHESIA 


G. G. Arty, M.R.C.S., L.R.C.P. 
Umtata, Transkei 


For a long time we have been dissatisfied with the use of face 
masks for the delivery of anaesthetic gases. The mortality and 
morbidity in masks is quite considerable. The rubber face pieces, 
sometimes made of foam rubber and sometimes of inflatable 
tubing, wear out in a very short time. The spigots get lost or, 
with constant sterilization, the rubber perishes or stretches so 
that the soft pad no longer fits the metal or hard-rubber dome. 





abi 








In addition the Claussen harness is not an entirely satisfactory 
method of fixing the mask on to the face; so often one sees the 
pressure marks of the mask on the face—oedematous orbits 
and so on—where efforts have been made to obtain a snugly 
fitting face-piece; the anaesthetist, too, is hampered by having 
to maintain pressure on the patient’s jaw, both to keep the mask 
on the face and to see that the airway is not obstructed, which 
is productive of cramped hands and tired forearms. It has also 
seemed to us that a great many intubations are done unneces- 
sarily. 

In order to dispense with these disadvantages we have devised 
a more efficient and relatively simple method and, having tried 
it out on several cases, we find it works extremely well. Photo- 
graphs of the air-way, which has been made locally, are shown 
in Figs. 1-3. The idea, it will be seen, is a simple one. To a standard 
rubber Guedal-type air-way is fitted an ordinary metal endo- 
tracheal connection, and a wide flange of soft rubber. The metal 
endotracheal tube is welded on to the metal inset in the air-way, 
and the soft rubber flange, elliptical in shape, has been vulcanized 
on to the existing small flange. This flange fits snugly between 
the gums and the lips, and laterally into the buccal sulci, thus 
producing a closed valve both on inspiration and expiration. The 
endotracheal connection is attached to the anaesthetic machine 
and gases are thus delivered directly through the air-way. Where 
a completely closed circuit is necessary, the nostrils can be closed 
either with strapping or with the type of soft rubber clamp that 
is supplied with the Sanborn basal-metabolic-rate equipment. 

The way we have used the air-way is to introduce it after in- 
duction with intravenous pentothal, and the patients tolerate 
it very well without any preparatory cocainization. We usually 
give about 6 c.c. of a 5°% solution fairly rapidly and then a further 
2 c.c when breathing is resumed. 

We have used the air-way in operations on the face as a trial, 
instead of intubation, and have found it to be entirely successful. 

To summarize, the advantages of the air-way are the following: 

1. It provides a completely airtight circuit. 

2. It eliminates masks almost entirely. 

3. In many cases it replaces the endotracheal tube. 

4. It allows of concentrated delivery of oxygen when necessary 
emergencies or for other reasons. 

5. It avoids the constant discomfort to the anaesthetist of 
trying to maintain both an adequate airway and steady pressure 
on the mask to keep it in place. 

6. It eliminates a certain amount of dead-space air—at least 
that contained in the dome of the mask, which may range between 
90 and 180 ml. in adult-sized masks. 

7. It is of considerable help to the general practitioner who is 
not familiar with the practice of intubation 

8. Its soft rubber flange moulds itself to fit all types of face 
the fat, the cadaverous, the edentulous. The mask is a constant 
source of irritation in this respect. 

9. It eliminates the clumsy bulk of the mask which, together 
with the weight of the tube and the metal escape valve, constantly 
tends to swing the patient’s head over. 


in 





W at present corresponding with a company with a view to having the 
r 1 commercially in 3 Zes The difficulty is to convince firms 
one’s own certainty that there will be a demand for such an air-way Fron 


own experience as a general practitioner interested in anaesthesia I feel certain 
that there is a very real place for such an apparatus 
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NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


Glaxo Laboratories (S.A.) (Pty.) Ltd. announce two new pro- 
ducts, Oral Dimycin and Ef-Cortelan Eye and Ear Drops, and 
supply the following information: 


ORAL DIMYCIN 


This product is a pleasantly flavoured syrup containing in each 
fluid drachm the equivalent of 125 mg. of Dimycin base (equal 
parts of streptomycin and dihydrostreptomycin sulphate, Glaxo). 
It is designed for the treatment of gastro-intestinal infections in 
patients of all ages 


Rationale 

Streptomycin is very poorly absorbed from the gastro-intestinal 
tract and, as it is not inactivated therein, high concentra- 
tions are reached in the intestinal contents. It does not destroy 
the entire bacterial flora of the intestine nor does it cause the 
untoward effects which are often encountered with broad-spectrum 
antibiotics. For these reasons streptomycin is one of the safest 
and most effective antibiotics for the oral treatment of bowel 
infections. 


Indications 

Iniestinal Diseases in Infants. Although the aetiology of gastro- 
enteritis in infants is obscure and no universally effective treatment 
has yet been found, Oral Dimycin has given satisfactory results. 
The usual dosage is calculated on the basis of 40 mg. per Ib. 
body-weight daily, in divided doses. Additionally, in serious 
cases, streptomycin may be administered parenterally in a dose 
of 20 mg. per Ib. body-weight daily, to supplement the oral therapy. 

Diarrhoea. Oral Dimycin is useful in the treatment of diarrhoea 
of bacterial origin, including bacillary dysentery. In these cases 
the adult dose is usually 2 fl. oz. of the syrup daily, given in divided 
doses. 

Ulcerative Colitis. The chief value of Oral Dimycin is in the 
control of secondary infection complicating this refractory disease. 


Administration and Dosage 

For infants the required dose of Oral Dimycin is calculated on 
the basis of 40 mg. per Ib. body-weight daily, in divided doses. 
Usually, however, for children below 10 years of age, 2 fl. drachms 
of Oral Dimycin every 6 hours is all that is necessary. 


PASSING EVENTS : 
Dr. W. P. U. Jackson, of Cape Town, has been awarded a Royal 
Society and Nuffield Foundation Commonwealth Bursary 


W. M. Rigal, M.B., Ch.B. (Cape Town), now at the Wingfield- 
Morris Orthopaedic Hospital, Oxford, has passed the primary 
examination for the F.R.C.S 


Dr. P. N. van Soelen, M.B., Ch.B., D.O., has commenced practice 
as Ophthalmic Surgeon at 6-7 Robertson Building, Hibernia 
Street, George, C.P 


Dr. P. N. van Soelen, M.B., Ch.B., D.O., praktiseer nou as Oog- 
aarts ter Robertsongebou 6-7, Hiberniastraat, George, K.P. 


7 * * 


Dr. J. S. du T. de Wet, Psychiatrist, 1002 Medical Centre, Heeren- 
gracht, Cape Town, has changed his residential telephone number 
from 54956 to 58368. 


Dr. J. S. du T. de Wet, Psigiater, Mediese Sentrum 1002, Heeren- 
gracht, Kaapstad, het sy woning se telefoonnommer verander 
van 54956 na 58368 


Mr. L. Stein, F.R.C.S., of the Baragwanath Hospital and the 
Department of Surgery, University of the Witwatersrand, has 


The adult dose is $ fl. oz. every 6 hours. Larger doses may be 
given according to the severity of the condition, and it is not 
unusual to give $ fl. oz. every 3 hours during the first day or two 
of treatment. Although the symptoms commonly disappear 
after one or two days treatment, it is desirable to continue with 
the drug for a period of 5 days. 


Issue and Storage 


Oral Dimycin is issued in bottles containing 2 fl. oz. It may 
be stored at room temperature; an expiry date is given on the 
label. 


EF-CORTELAN EYE AND EAR DROPS 


This product combines, in a 3 c.c. pack suitable for eyes and 
ears, 1°, hydrocortisone and 0-5°, neomycin sulphate in sterile 
isotonic buffered saline with added bacteriostats. 


Indications 

Eye diseases caused by trauma, infection, allergy or other 
irritants. Treatment is most beneficial in acute and self-limiting 
conditions. 

Following application, the inflammatory reaction is suppressed, 
so that the drops produce immediate benefit and provide protec- 
tion against permanent functional damage. 

When only the anterior segment of the eye is affected, local 
treatment is usually fully effective and surpasses the effect of 
systemic therapy. If deeper tissues are involved, subconjunctival 
injection or systemic administration may be required. 

In inflammatory conditions of the ear suggesting otitis externa 
due to infection or other causes, the hydrocortisone suppresses 
the inflammatory reaction and thus provides more suitable con- 
ditions for the neomycin to be effective. 

Preparations containing neomycin obviate the necessity for 
concurrent antibiotic therapy where infection is present or im- 
minent. 


Application 


One or two drops instilled into the eye every one or two hours 
(perhaps with use of ointment just at bedtime). Two or three 
drops instilled into the ear every two or three hours until control 
is achieved, when frequency can be reduced. 


IN DIE VERBYGAAN 


recently left by air for London. He will undertake an extended 
study tour of the United Kingdom and the United States. In the 
first instance he will be working at St. Mary’s Hospital, London 


Dr. M. C. Frame, M.B., B.Ch., D.P.M., has commenced practice 
as Psychiatrist in partnership with Dr. Zolman Wolf, at 53 Pasteur 
Chambers, Jeppe Street, Johannesburg. Telephone: Rooms 
237679, residence 403467 and 402211. 


Dr. M. C. Frame, M.B., B.Ch., D.P.M., het praktyk aanvaar 
as Psigiater in vernootskap met Dr. Zolman Wolf, te Pasteur 
Chambers 53, Jeppestraat, Johannesburg. Telefoon: Spreek- 
kamer 237679, woning 403467 en 402211 


Berlimed (Pty.) Ltd., a newly formed Company, announce that 

they have been appointed sole Agents of Messrs. Schering A.G 

Berlin in succession to Arken Chemicals (Pty.) Ltd. Their offices 

are in Raschers Corner, corner of Loveday and Jeppe Streets, 

Johannesburg. Messrs. Alex Lipworth Ltd., have been appointed 

as depot stockists in Durban, Cape Town and Port Elizabeth. 
* * 


Dr. I. O. Faiman, lately a Senior Radiologist of the Diagnostic 
X-ray Department of Groote Schuur Hospital, has joined Drs. 
Latham and Tucker in their radiological practice in the Nether- 
lands Bank Building, 85 St. George’s Street, Cape Town. Drs 
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Faiman and Latham will confine themselves to Diagnostic Radio- 
logy, and Dr. Tucker to Radiotherapy. Telephones: Rooms 
21290 and 35464, residence 25088. 


* * > 


The College of Physicians, Surgeons and Gynaecologists of South 
Africa. The next examination for Surgery Part I, and the first 
Final examination for the College of Surgeons of South Africa, 
will both be held on 28 April and 1 and 2 May 1958 at the Uni- 
versity of Cape Town. Application and entry forms, and copies 
of the regulations, may be obtained from the Registrar, P.O. 
Box 120, Cape Town, by whom all applications must be received 
before 28 March 1958. 


* 7 


Dr. David Ordman, Head of the Allergy Department of the South 
African Institute for Medical Research, has, by invitation, con- 
tributed a paper for the forthcoming special Festschrift number 
of the International Archives of Allergy and Immunology issued 
in honour of Dr. Bela Schick on his 80th birthday. The paper is 
entitled ‘The “Climate Group” of Respiratory Allergy Patients: 
A Basic Climate Pattern with House-dust Sensitization as a 
Universal Principle in the Etiology’. 


o x + 


Easter Stamp Fund. The National Council for the Care of Cripples 
in South Africa is again organizing the sale of Easter stamps. 
The proceeds of this annual effort are made available for the 
work amongst cripples of the National Council and the local 
Cripple Care Associations throughout the Union. Surgeons and 
practitioners who cooperate in cripple care in the preventive, 
curative and rehabilitative fields recognize that the work of these 
voluntary associations is an essential part of the national cam- 
paign against crippling, especially amongst those of limited 
means. The important work of the associations can be ccn- 
tinued only if they receive adequate financial support from the 
charitable public. 


* 7 = 


Second Congress of Medical Cinematography. This Congress, 
which is organized by the Fédération Internationale des Médecins 
Cinéastes Amateurs will be held at Cannes, France, during the 
week 25-30 May 1958. The main object is to establish contact 
between doctors who are interested in the making of medical 
and surgical films. The Congress will deal with films of scientific 
and informational value to students or practitioners of medicine and 
also films concerned with preventive medicine which are of interest 
also to sanitary officers and the public. Films for exhibition may 
be submitted for consideration by the Congress jury. Besides 
projection sessions a number of excursions and social events 
will be arranged. Enquiries may be addressed to the Congress 
Office, Palais des Festivals, La Croisette, Boite Postale No. 279, 
Cannes, France. 


* * +. 


The Second World Congress of the International Federation of 
Gynaecology and Obstetrics will take place in Montreal, Canada, 
on 22-28 June 1958. The meetings will be held in the newly- 
built Queen Elizabeth Hotel. The subjects for discussion include 
the following: 


Gynaecology. (1) The Limits of Pelvic Surgery in the Treat- 
ment of Carcinoma of the Cervix. (2) The Correlation of Psycho- 
somatic Medicine in the Ovarian Function. (3) The Diagnosis 
of Carcinoma of the Cervix. (4) Genital Tuberculosis. 


Obstetrics. (1) Psycho-prophylactic Preparation to Labour. 
(2) Physiology and Pathology of the Contraction of the Human 
Uravid Uterus. (3) Anaemia of Pregnancy. (4) Toxaemias of 
Pregnancy. 


All correspondence should be addressed to the Montreal Com- 
mittee, Second World Congress, International Federation of 
Gynaecology and Obstetrics, 1414 Drummond Street, Suite 220, 
Montreal 25, Quebec, Canada. 
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Union of South Africa. Department of Health. Notification of 
formidable epidemic diseases and poliomyelitis in the Union 
during the period 24-30 January 1958: 


Poliomyelitis 


Eur. Nat. Col. As. Total 
[Transvaal .. va 8 4 12 
Cape Province : 3 l 4 8 
Orange Free State. . l ] * 
Natal l I 2? 
Totals .. iy 13 7 4 24 


Plague, Smallpox, Typhus Fever. Nii. 


Correction: One (1) Coloured case notified during the week 
17-23 January 1958 (see S. Afr. Med. J. of 1 February 1958, 32, 
142) was subsequently diagnosed as ‘not poliomyelitis’. 


7 * 7 


NAPT Commonwealth Chest Conference, incorporating the Annual 
Conference of the British Tuberculosis Association, will be held 
on 1-4 July 1958 in the Royal Festival Hall, London. The scope 
of the Conference has been extended as that it will cover not 
only tuberculosis but other diseases of the chest and heart, in- 
cluding lung cancer, bronchitis, asthma and pneumoconiosis. 
Commonwealth problems will be given special emphasis. Visits 
to hospitals and clinics and tours of general interest will be ar- 
ranged during the 3 days immediately following the sessions. 
Plans have already been completed for visits to Grove Park 
Hospital, Harefield Hospital, High Wood Hospital for Children, 
Great Ormond Street Hospital for Sick Children, Stoke Mande- 
ville Hospital (Aylesbury), Papworth Village Settlement and 
King Edward VII Sanatorium (Midhurst). 


Other particulars were published in the South African Medical 
Journal of 4 May 1957, 31, 439. Other information can be ob- 
tained from the Secretary-General, NAPT, Tavistock House 
North, Tavistock Square, London, W.C. 1. 


7 * * 


The Second International Symposium on Freezing and Drying 
will be held in London by the Institute of Biology, 41 Queen’s 
Gate, S.W. 7, on 1 and 2 April 1958. Admission is free, and 
application for programme and ticket should be made to the 
foregoing address. The Conference will be organized into 4 
sessions, and papers will be presented as follows: 

On the Mechanism of Crystal Growth and on Vitrification 
and Devitrification in Aqueous Systems (Prof. B. Luyet, USA). 
The Mechanism of Freezing in Biological Systems (Dr. H. T. 
Meryman, USA). The Effects of Sub-zero Temperatures on 
Micro-organisms (Dr. P. Mazur, USA). The Preservation of 
Trypanosomes by Freezing (Dr. C. Polge and Dr. M. A. Soltys, 
UK). Problem of Undercooling, Freezing and Vitrifying of the 
Whole Organism of Animals (Prof. N. Kalsbukhov, USSR). 
The Preservation of BCG (Dr. Y. Obayashi, Japan). Freeze- 
drying of Bacteria with Special Reference to BCG (Dr. P. W. 
Muggleton, UK). Dried Virus Vaccines: The Problem of the 
Batch Size (Dr. G. R. Scott and Mr. C. S. Rampton (Kenya). 
Some Factors which Influence the Stability of Freeze-dried Cul- 
tures (Dr. R. I. N. Greaves, UK). The Effect of Freezing, Thaw- 
ing and Freeze-drying upon Micro-organisms (Prof. Tokio Nei, 
Japan). The Physics of Secondary Freeze-drying (Mr. T. W. G. 
Rowe and Mrs. E. Robson, UK). Fundamental Physical Prob- 
lems in the Freezing and Drying of Biological Materials (Dr. 
J. L. Stephenson, USA), Study of the Freezing and Drying of 
Tissues at Very Low Temperatures (Prof. L. R. Rey, France). 
Freeze-drying of Viable Grafts: Problems and Possibilities (Dr. 
A. S. Parkes, UK). The Effects of Freezing, Low-temperature 
Storage and Drying by Vacuum Sublimation on the Activities 
of Viruses and Cellular Particulates (Prof. D. Grieff, USA). 
Some Observations on the Freeze-drying of Yeasts (Dr. B. L. 
Brady, UK). The Storage of Human Tissues for Surgical Applica- 
tion (Commander G. W. Hyatt, M.D., USA). Experience with 
the Clinical Use of Freeze-dried Arteries (Prof. C. G. Rob, UK). 
Freeze-dried Bone as a Grafting Material (Dr. H. A. Sissons 
et al., UK). 
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IN MEMORIAM 


Dr. W. E. 


Dr Harry M. Jacobs, of Kroonstad, O.F.S., writes It is with 
great regret that we learned of the death of our old and highly 
respected colleague Dr. W. E. G. Duthie, who died at a very 
ripe old age after a long and well deserved retirement. 

I had the pleasure and honour of practising with him in the 
same town, Kroonstad 

I found that to the young and troubled practitioner Dr. Duthie 


* An In Memoriam 
published in the South 
1958, 32, 141 


notice and portrait of Dr. Duthie were 
ifrican Medical Journal of 1 February 


G. 


DuTHIE * 


was constantly willing and anxious to lend a much needed hand 
in his own quiet and very helpful manner. Anything that sa- 
voured of unprofessional conduct he abhorred. 

I succeeded Dr. Duthie as part-time M.O.H. and R.M.O. and 
there really learned the high esteem in which he was held by his 
patients and the public generally. In the Railway Institute, of 
which he was a committee member for years, he was a tower of 
strength. 

In the passing of such a colleague, to our own regret we add 
our sincerest sympathies to his family. 


HISTORY OF MEDICINE IN SOUTH AFRICA 


by Dr. I 
Published by 


The publishers of this book wish it to be known that there have been 
certain delays in publication due to circumstances beyond their 
control. As a result, the book will not be available until April of 
this year 

The publication is being sponsored by the Medical Association of 
South Africa, and by agreement with the Association a prospectus 
all members 


was sent to who were asked to indicate on a reply 


slip if they did not wish to receive the book or if they wished to 


REVIEWS OF BOOKS 


INFANTILE GASTRO-ENTERITIS 


Sduglines-enteritis. Von Prof. Dr. A. Adam. xii 534 Seiten. 











43 Abbildungen. DM 60 Stuttgart: Georg Thieme Verlag 
1956 
Ini Vorv t. I. Die Bakteriologie der Escherichia coli-Enterit A. De 
nd Nomenklatur der Escherichia « Gruppe B. Typeneinte ng der I 
Gruppe C. Praktische Diagnose der E. coli-Typen. D ler I 
Typer Il. Die Salmonella- und Shigella-Entet A. Die Salm« 1-Enteriti 
B. Die Shigella-Enteriti Ill. Die Epidemiologie der Saug gs-Enter A. Die 
nfekt e coli-Enterit B. Probleme der durch ,fakultativ pathogene’ Darmkeime 
und durch Viren bedingten Sauglings-Enteritis. IV. Patholog Anatomie der 
Sduglings-Enteritis. V. Wasserhaushalt und Mineralstoffwechsel. A. Wasserhaus 
halt. B. Mineralstoffwechsel. C. Der Saure-Basen-Haushalt. VI. Eiweiss- und 
Kohlenhydratstoffwechsel bei Enteritis. VII. Eiweiss- und Kohlenhydrathaushalt 
bei Dystrophie VIII. Pathogenese, Klinik und Therapie IX. Die Prophylaxe 
CORRESPONDENCE 
MEDICAL ART SOCIETY 


To the Editor I am sure there are a large number of medical 
men and dentists in the Cape Western Branch who are interested 
in one or other of the art forms and who would probably welcome 
the formation of a devoted to the encouragement of 
painting, sculpture, drawing, etc. amongst doctors and dentists 

I should be grateful, therefore, if you would permit me the 
courtesy of your columns to invite any member of the Cape 
Western Branch who may 


society 


be interested in the formation of such 
a society, to communicate with me 

A similar letter has been sent to the 
Dental Association of South Africa. 


Editor of the Journal of 
the 

Car! W. Coplans 
906 Sam Newman 
28 Burg Street 


Cape Town 


House 


17 December 1957 


LONG-ACTING ANAESTHETIC INFILTRATION SOLUTIONS IN PROCTOLOGY 


To the Editor: Several years ago I wrote a letter violently condemn- 
ing the use of the long-acting oily anaesthetic infiltration solutions 


_ 


A. 


. Burrows 


1. Balkema 


purchase extra copies at the special price available to members of 
the Association. They were notified at the time that all who did 
not reply would receive a copy on publication at the special price 
of 25s. The ordinary selling price will be £3 3s. Od. The book will 
be quarto size and will contain 500 pages of text, 46 illustrations 
and certain maps. Copies for members will have a de /uxe binding 

VUembers who do not wish to receive the book should notify the 
publisher at once, if they have not yet done so. Mr. Balkema’s 
address is P.O. Box 3117, Cape Town. 


: BOEKRESENSIES 
During the last decade an immense amount of work has been done 
in the field of infantile Gastro-enteritis. This becomes apparent 
on taking up this book. Prof. A. Adams has attempted to clarify 
the position as it is to-day. The author and his co-workers have 
dealt with this difficult subject on a rather broad basis. Thus the 
following aspects have been gone into with some detail: The 
bacteriology of some of the causative organisms such as the B. coli, 
Shigella and Salmonella groups; Epidemiology; the Metabolism 
in the disease and its resultant state (termed ‘Dystrophie’ by 
German workers); the clinical aspect including therapy and pro- 
phylaxis. 
It is not a handbook for the busy General Practitioner but can 
be recommended strongly for the Paediatrician and Bacteriologist 
W.E.K.L. 


: BRIEWERUBRIEK 


for the control of ano-rectal pain, on account of its great tendency 
to abscess formation. 

A case has now presented itself where a recent graduate used 
Efocaine, an aqueous type of long-acting anaesthetic infiltration 
solution, for an acute fissure case. He informed me that this was 
being taught at the University by the rectal expert. One can only 
expect an increased incidence of ano-rectal abscesses from this 
treatment. 

These long-acting anaesthetic solutions used to be infiltrated into 
the peri-anal tissues to control the pain and also cure the acute 
and subacute fissure. They were also popular with the ‘painless 
haemorrhoid-ectomy” surgeons. 

Modern proctology is removing the need to use these somewhat 
dangerous solutions. The treatment of the anal fissure has reached 
a stage of surgical refinement where the syndrome is simply 
corrected. The universally popular haemorrhoidectomy of ligature 
and excision, known as the St. Mark’s operation, a crude and 
painful proceedure, is also being replaced by modern conservative 
operative methods which do away with the old problems. 


Stephen Eisenhammer 


34 Moray House 
Johannesburg 
30 January 1958 
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